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ABSTRACT
The purpose of the present investigation was to add to our 
understanding of the relationship between therapist-client value 
similarity and the quality of the therapeutic alliance. The study 
examined whether therapist-subject congruence on the achievement 
dimension of the Mental Health Values Questionnaire was predictive 
of some of the variables shown to contribute to positive therapeutic 
alliance, such as (1) subjects’ perceptions of a prospective 
therapist, and (2) subjects’ willingness to disclose sensitive 
information to a prospective therapist.
Subjects were assigned to a high-achievement or low- 
achievement group based on the their scores on the achievement 
dimension of the Mental Health Values Questionnaire. Subjects in 
each of these two groups were then randomly assigned to one of two 
therapist groups which viewed one of two videotaped monologue 
sessions in which a female therapist described the profession of 
clinical psychology, her educational background, and her personal 
approach to therapy. The two versions differed only with respect to 
the therapist’s explanation of the importance of achievement to 
mental health. After viewing the videotaped monologue sessions, 
each subject responded to a Background Information Questionnaire, 
Therapist Rating Questionnaire, and Personal Problems 
Questionnaire.
uiii
Results were examined to determine whether significant 
differences existed among therapist-value congruent subjects and 
therapist-value incongruent subjects with respect to their rating 
of a videotaped therapist, and their willingness to disclose 
personal information to that therapist. It was predicted that 
therapist-value congruent subjects would have more positive 
attitudes toward the videotaped therapist, and would also be more 
willing to discuss sensitive, personal issues with the videotaped 
therapist who had been depicted as having similar attitudes toward 
achievement and mental health.
Results revealed mixed suppcrt for these predictions. Support 
was found for the willingness of low-achievement, value- 
congruent subjects to discuss personal information with the 
videotaped therapist. However, minimal support was found for the 
prediction that value-congruent subjects would have more positive 
attitudes toward the videotaped therapist. Future research will be 
necessary to understand more fully the relationship between 
therapist-client value similarity and the quality of therapeutic 
alliance.
CHAPTER I
INTRODUCTION AND LITERATURE REVIEW
For several decades research has been directed toward the 
identification of factors that contribute to a positive 
psychotherapeutic outcome. One consistent finding reported in the 
literature is the "equivalency phenomenon,” which suggests that 
the theories and techniques of various schools of psychotherapy 
account for relatively few differences in treatment outcome 
studies (Sloane, Staples, Cristol, Yorkston, & Wipple,1975; Smith, 
Glass, & Miller, 1980). Although these research findings suggest 
that no one therapy approach is uniformly superior, there is general 
agreement that therapy is more effective than no treatment 
(Luborsky, Singer, & Luborsky, 1975; Sloane et al; Smith et al.).
One explanation of these results is that "nonspecific" factors (i.e., 
the therapeutic relationship, therapist characteristics, client 
characteristics, etc.) may be largely responsible for the outcome of 
the psychotherapeutic process.
Frank (1981) was an early advocate of the notion that 
nonspecific therapeutic relationship factors are of paramount 
importance in all forms of psychotherapy. More recently, other 
authorities have similarly argued that the quality of the 
relationship between thetherapist and client may be the common
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denominator that determines whether the outcome of therapy is 
successful or not. Several investigators have suggested that the 
therapeutic alliance formed between a therapist and client is a 
crucial component of a positive therapeutic process, which will in 
turn determine the outcome of psychotherapy (Luborksy, 1976; 
Luborsky, 1984; Luborsky, Crits-Christoph & Mellon, 1985).
Therapeutic alliance has been conceptualized as the emotional 
bond and mutual involvement between a therapist and client that 
contribute to a successful therapeutic outcome (Greenson, 1965; 
Zetzel, 1956). Moras & Strupp (1982) have shown that clients’ 
perceptions of their therapist, and clients’ willingness to disclose 
sensitive information to their therapist are two variables which 
impact therapeutic alliance. Although the concept of therapeutic 
alliance has received considerable attention in recent years, few 
empirical studies have examined Dretreatment characteristics of 
therapists or clients that might increase clients positive 
perceptions of their therapist, and their willingness to discuss 
personal problems with their therapist.
One pretreatment characteristic of therapists and clients that 
is likely to affect clients’ perceptions of their therapists, and 
clients’ willingness to disclose to their therapists is the degree of 
similarity between their values. Contrary to the traditional 
analytic concept of therapist neutrality, it has been suggested that 
some therapist values are communicated to clients in 
psychotherapy (Burgum, 1957; London, 1964; Meehl, 1959; Samler, 
1960). Given that communication of values inevitably occurs in the
2
therapeutic process, it appears probable that therapist-client 
value similarity would influence the formation of a positive 
therapeutic alliance. Thus, for example, if a therapist and client 
were congruently matched on specific value dimensions, the 
client’s perception of the therapist, and the client’s willingness to 
enter into a close, veracious therapeutic relationship with that 
therapist may be affected.
The possibility of matching a client and therapist along 
identified mental health value dimensions is intriguing and could 
conceivably enhance the development of a positive therapeutic 
relationship, which seems so closely tied to treatment outcome.
At present, however, this has not been evaluated empirically, and it 
is not known whether therapist-client value congruence promotes 
the development of a therapeutic alliance between a thempist- 
client dyad. Similarly, it has not been shown which values would 
influence the working relationship between a therapist and client.
The intent of the present investigation was to add to the 
understanding of the relationship between therapist-client value 
similarity and the quality of the therapeutic alliance. The study 
investigated whether the quality of the therapeutic alliance may be 
influenced by the degree of therapisi-client agreement about one of 
the dimensions which is thought to constitute mental health (i.e., 
mental health values). Mental health vaiues may be conceptualized 
as the subset of all possible values which have to do with traits or 
characteristics indicative of positive mental health (Tyler, Clark,
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Olson, Klapp, & Cheloha, 1983}. Although only a subset of the 
domain of all possible value dimensions, mental health values seem 
particularly likely to influence the development of therapeutic 
alliance. If a therapist and client have different opinions about 
what constitutes mental health, for example, this disparity might 
impact their ability to form a collaborative therapeutic 
relationship.
The Mental Health Values Questionnaire (Tyler et al.( 1983) was 
used to measure the subjects’ views on what constitutes mental 
health. Given that previous research (Arizmendi, Beutier,
Shanfield, Crago & Hagaman, 1985; Beutier, Pollack & Jobe, 1978) 
suggests a complex relationship between value congruence and 
treatment outcome, with congruence on some variables and 
incongruence on others being associated with a positive treatment 
outcome, one mental health value that of the value of achievement 
,was isolated for study in the present investigation.
The achievement scale on the Mental Health Values 
Questionnaire (MHVQ) measures the relationship an individual 
perceives between mental health and education, intelligence, 
activity level, determination, and success. The scale measures 
whether a subject perceives such traits to be positively 
associated, negatively associated, or irrelevant to judging the 
qualities of one’s mental heaiih. It seems plausible to hypothesize 
that individual beliefs regarding achievement may significantly 
determine one’s perceptions and judgements about the mental 
health of another. This scale was chosen for study because
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previous evidence has indicated that therapist-client pretreatment 
value congruence, with regard to achievement, was associated with 
positive treatment effects (Tyler, Clark, & Wittenstrom, 1989). 
Recent research (Beutler & Bergan, 1991; Jensen & Bergin, 1988; 
Lafferty, Beutler, & Crago, 1989; Spiegel, 1989) has further 
suggested that psychotherapists who value intellectual pursuits 
and achievement tend to have enhanced treatment outcomes, when 
compared to those who place relatively greater value on 
maintaining dependent social relationship structures.
The present investigation attempted to determine whether 
therapist-subject congruence on the value of achievement affects 
some of the variables shown (Gomes-Schwartz, 1978; Moras & 
Strupp, 1982) to contribute to positive therapeutic alliance, such 
as, (1) subjects’ perceptions of the therapist as positive or 
negative, and (2) subjects’ willingness to disclose sensitive 
information to the therapist. It was hypothesized that subjects 
who were similarly matched with a videotaped therapist’s views on 
the value of achievement would be more likely to enter into a 
therapeutic relationship and therefore, establish a positive 
therapeutic alliance.
Prior to describing the study in detail, the relevant background 
literature will be reviewed. First, literature concerning the 
theoretical implications of the impact of values on the 
psychotherapeutic process will be explored. Next, the empirical 
literature that has attempted to assess the role of values in 
psychotherapy will be examined. Particular attention will then be
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focused on the research that has been generated with the Mental 
Health Values Questionnaire. Finally, the literature that has 
investigated the variables that impact therapeutic alliance will be
discussed.
Theoretical Literature: Values in Psychotherapy 
The theoretical literature contains a wealth of information 
about values in psychotherapy. This information is based on 
clinicians’ and theorists’ experiences with clients in 
psychotherapy, rather than controlled laboratory investigations, 
and provides a contextual understanding of the development and 
progression of the "value problem" in psychotherapy which has 
inspired more rigorous empirical undertakings in this area.
The theoretical iiterature on values and psychotherapy can be 
categorized into the following three major areas: (a) general 
statements about the importance of values for psychotherapy, (b) 
assertions that emphasize the importance of matching therapist- 
client dyads on specific value dimensions, and (c) theories that 
emphasize the importance of restructuring client values in therapy. 
Importance of Values in Psychotherapy
Theoretical considerations about the importance of values in 
the psychotherapeutic process have been reexamined over the last 
forty years. Historically, psychoanalytic therapists found comfort 
in the notion that their values could and should be kept out of the 
therapeutic relationship. Prior to the 1950s, there was a general 
acceptance of the psychoanalytic perspective that the values and 
attitudes of the therapist should not play a consequential role in
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therapy. For example, Freud (1959/1912) posited that 
psychotherapy was an "objective" form of treatment for mental 
disorders with a set of technical operations in which the therapist, 
as a person, plays a negligible role. In addition, Freud believed that 
a therapist should remain neutral and, therefore, not introduce 
persona! values and attitudes into the therapeutic relationship.
However, by the late 1950s and early 1960s clinicians and 
theorists began to question whether their values were being 
communicated within the therapeutic relationship and, if so, 
whether these values would influence the outcome of therapy. 
Several of these authors proposed that value judgments in therapy 
are inescapable (Jessor, 1956; Kessel & McBrearty, 1967; London, 
1964; Krasner, 1965; Smith, 1961) and deserve further 
consideration of psychotherapists (Erlich & Wiener, 1961 ;Ginsburg, 
1950). In an early consideration of the impact of values in 
psychotherapy, Ginsburg discussed the role of values in the 
psychoanalyticaliy oriented therapist’s work and stated that 
therapists cannot divorce themselves from the issue of values in 
therapy. He urged psychotherapists to identify and acknowledge 
their values and to strive to understand how these impact their 
work.
London (1964) also theorized that therapist values were 
important to the understanding of the psychotherapeutic process. 
He argued that mental health professionals find it difficult to 
define such terms as health, illness, and normality without some 
reference to values and morality. He defined the process of
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psychotherapy as a moral exchange, and described psychotherapists 
as secular priests, based on his belief that moral considerations 
dictate how therapists define their clients’ treatment needs.
London further suggested that by denying the existence of values 
within therapy, therapists are ultimately deceiving their clients. 
Although he theorized that values do not impact all therapeutic 
relationships to the same degree, he concluded that values are 
involved in every therapy session. He indicated that some client 
problems, such as phobias, require fewer moral and value 
judgements on the part of the therapist when compared to 
existential problems.
Others have observed that in making decisions regarding whom 
to treat (Ginsburg, 1950), what diagnostic categories to assign, 
which treatment goals to set (Burgum, 1957), and which techniques 
or strategies to employ (Buhler, 1962; Burgum), therapists 
exercise value judgments. Jessor (1956) concluded that "it is the 
nature of these choices which constitutes a serious value problem 
in psychotherapy" (p. 264).
Weisskopf-Joelson (1980) suggested that a therapist’s value 
system may determine the theoretical orientation he or she adopts. 
She defined the function of psychotherapy theories as "perceptual 
houses" that provide a framework from which therapists’ values 
are transmitted to their clients in the psychotherapeutic process. 
The author proposed that during training, therapists undergo an 
indoctrination process wherein a theoretical orientation and its 
underlying values are imparted. Values are contained in a given
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theory’s definition of what constitutes mental health, and the goals 
of psychotherapy. Although these values are often offered as 
ideals of mental health, Weisskopf-Joelson argued that they are, in 
essence, only subjective values held by the therapist. Further, she 
argued that serious difficulty arises when a therapist and client 
differ in regard to values and recommended that psychotherapists 
make it clear to their clients, and society as a whole, that the 
therapeutic process is based upon the therapist’s subjective value 
system.
Strupp (1980) also argued that values are important to the 
understanding of psychotherapy. He stated that psychotherapy 
intrinsically involves a real relationship between a therapist and 
client, and therefore cannot be understood as a value-free 
enterprise. He proposed that the "therapist’s personality, including 
his or her values, is inextricably intertwined with the technical 
operations brought to bear on the dyadic interactions" (p. 397). 
Communication of Values in Psychotherapy
With the realization that values are important in psychotherapy, 
and that they impact the nature of the psychotherapeutic process, 
came the understanding that therapists inevitably communicate 
values to their clients. Several early theorists argued that it was 
incorrect to assume that with the absence of explicit personal 
value disclosures, a therapist was providing value-free therapy 
(Burgum, 1957; Krasner, 1965; London, 1964; Meehl, 1959; Samler; 
1960).
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In an influential article, Meehl (1959) addressed the question of 
values in psychotherapy and stated that clients do, in fact, receive 
value communications from their therapists. He proposed that 
clients have a "third ear" in that they do hear their therapist’s 
value communications, even if implicit. He expanded on this notion 
by proposing that religious values are also communicated to clients 
by therapists. Although he suggested that most therapists adhere 
to a secular philosophy, he concluded that this philosophy could 
constitute a problem when working with some clients. In summary, 
Meehl cautioned therapists to acknowledge that values and 
religiosity can enter into the psychotherapeutic process.
Pepinsky and Karst (1964) offered an interactional model to 
explain the process of communication of values between a 
therapist and client. The authors proposed a process of 
convergence, which they identified as a gradual, but measurable 
shift of the client’s values toward greater similarity to those of 
the therapist. According to this model, the therapist provides the 
client with psychological grammar, which may be defined as 
categories of values introduced to the client by the therapist.
These authors believed that the extent of the client’s convergence 
toward the therapist’s values is the result of the extent to which 
this grammar is made available to the client, and the extent to 
which the client makes use of it. The authors further proposed that 
a therapist is more likely to provide this grammar to clients who 
have similar values. The authors offered this model for use in 
empirically designed investigations of the phenomenon of
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convergence in therapy. They proposed that by studying individual 
therapy protocols, researchers would be able to identify and 
quantify a therapist’s therapeutic grammar in order to measure 
value convergence in therapy.
In a review of the literature on values in psychotherapy, Erlich 
and Wiener (1961) summarized clearly the view that values are 
communicated within the psychotherapeutic process:
Regardless of the differences in opinion concerning the place of 
values in therapy, relatively few therapists would now take issue 
with the assumption that therapist’s values get communicated 
explicitly or implicitly to the patient; and that they also enter in 
some decisions about the appropriate time for termination of 
treatment. (Erlich & Wiener, 1961 p. 364)
Importance of Matching Therapist and Client on Value Pimen5i£DS
Several theorists have stressed the importance of matching 
clients with therapists who have similar value systems. Fromm- 
Reichman (1949) was one of the first theorists to discuss the 
importance of matching the therapist and client on the basis of 
value systems. She proposed that therapists could establish better 
rapport, and better help clients with whom they shared congruent 
value systems. She suggested that therapists should resist 
working with clients who had dissimilar value systems. Similar 
perspectives have been offered by other authors as well (Ginsburg, 
1950; Hobbs, 1962; Jessor, 1956; McConnaughy, 1987; Pepinsky & 
Karst, 1964; Samler, 1960; Szasz, 1960; Weisskopf-Joelson, 1953).
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Lowe (1959) argued that therapists should fully explore their 
value systems and in therapy acknowledge those aspects of their 
value biases that are relevant to therapy. Like Fromm-Reichman 
(1949), Lowe maintained that a therapist can most effectively 
establish rapport, and therefore provide a successful therapeutic 
outcome to clients with similar value systems.
In perhaps the most popular and influential article on this 
subject, Szasz (1960) addressed the importance that therapists’ 
socioethical values had on psychiatric practice. He conceptualized 
therapy as a moral, rather than medical, enterprise. His discussion 
of values in the psychotherapeutic process is similar to London’s 
(1964) work described above. Szasz, too, argued that value 
judgments’ inevitably enter into the therapeutic process. He 
believed that the diagnosis of mental ili^ccs has more to do with 
behavioral deviance on either psychosocial, ethical, or legal 
grounds, than with clearly established medical criteria. Szasz 
argued that the mental health profession should explicate different 
"schools" of therapy for treating clients of various value 
orientations.
The potential importance of a shared value system among 
therapist-client dyads was perhaps most succinctly stated by Glad
(1959):
The question of how helpful a particular 
psychotherapist is for a particular person in distress 
may well be a matter of the degree to which the 
patient and the therapist are able to experience
1 2
similar meanings. Do they share enough beliefs and 
attitudes that there is a likelihood of developing 
mutual acceptance? More hopefully, is the 
interviewer sufficiently multilingual in value 
understanding that he can talk with effective fluency 
to many kinds of clients? (p. 229)
Proponents__of Therapy as a Value Modification Process
Several authors have suggested that an individual’s value 
orientation may be the crux of their psychological distress. These 
theorists have postulated that modification of e client’s values 
should be an important goal in therapy. In Change in Values: A Goal 
in Counseling. Samler (1960) was among the first to advance this 
notion while proposing that psychotherapist derive a theoretical 
model of the "psychologically healthy" per on, and intervene to 
change their clients’ behavior to represent this model of health. He 
argued that psychotherapists’ intervention of client values should 
be accepted as a necessary part of the psychotherapeutic process.
Albert Ellis (1979) is among the strongest proponents for such a 
viewpoint. Ellis based his theory of Rational-Emotive therapy on 
the presupposition that a client’s beliefs are often irrational, and 
therefore need to be restructured for therapeutic success. These 
beliefs may include basic values about what is important and 
necessary in the client’s world. One commonly quoted belief 
challenged in Ellis’ approach is that the client must love and accept 
everyone. However, this value is held in high regard in some 
cultures and certainly in many religious doctrines. Therefore, it
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may be argued that by refuting some beliefs, the therapist may also 
be restructuring the client’s value system. In Ellis’ theory, to work 
effectively with a client, the therapist must rid the client of 
irrationalities with an active-directive approach, wherein the 
therapist attacks the client’s self-defeating beliefs and values.
The Rational-Emotive therapist teaches clients that the beliefs and 
values that have guided their behavior over the years are often 
irrational, and the therapist tries to persuade the client to adopt a 
new set of beliefs and values. According to Ellis, "What would 
work effectively to help rid a client of irrationalities is an active- 
directive, cognitive-emotive-behavioristic attack on major self- 
defeating value systems" (Ellis, p. 172).
Murphy (1955) suggested that therapists should impress their 
values upon the client as a necessary component of therapy. He 
stated that it is not outside the therapist’s province to share his or 
her philosophy of life with the client. Further, he believed that by 
doing so, the therapist is providing the client with a model with 
which to change. Similarly, Williamson (1958) argued that one 
major function for therapists’ is to teach new values to the client. 
Hobbs (1962) suggested that one of the gains from psychotherapy is 
the acquisition of a system of values that provides the client with 
a more adequate basis for living.
Jessor (1956) believed that values are important in 
psychotherapy and that they can be utilized for therapeutic gain.
He urged therapists to make their values explicit and suggested 
that therapists direct some of their therapeutic efforts toward
14
increasing clients’ value of social contributiveness. Social 
contributiveness is a social value of community involvement and 
altruism. By increasing social contributiveness, a therapist can 
influence the client to work toward the elimination of either 
objective social conflicts or toward cultural reorganization in 
order to escape personal conflicts. Jessor proposed that social 
contributiveness could be increased by helping clients develop 
broader social feelings, as well as by encouraging them to 
participate actively in constructively changing their social 
environments. He believed teaching social contributiveness would 
greatly increase the success of therapy.
More recently, feminist therapists have begun to advocate the 
expression of therapists’ personal values to clients during therapy. 
One of the basic premises of the the feminist philosophy of 
treatment is that it is impossible for therapists to remain 
"objective" within the therapeutic process. For example, Rawlings 
and Carter (1977) encouraged therapists to state explicitly the 
values they possess that may affect their working relationship 
with clients. Further, these authors contend that by disclosing 
their value system to clients, therapists are also decreasing the 
inherent power differential between a therapist and client.
Empirical Research: Values..in Psychotherapy
For several decades, investigators have emphasized the 
importance and need for research on the impact of values on the 
psychotherapeutic process. Krasner (1962, 1965), for example, has 
taken a significant role in promoting research on values in
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psychotherapy. He emphasized that psychology is a form of 
behavior control that seeks to advance the understanding of 
"persuasion and manipulation." Therefore, he proposed that 
psychotherapists have a responsibility to investigate how their 
values may be a "manipulative" factor in the psychotherapeutic 
process.
Although it is generally understood that values do influence the 
psychotherapeutic process, and that research in this area is 
needed, relatively few empirical studies have been undertaken. 
Kessel and McBrearty (1967) suggested that perhaps there is a lack 
of empirical investigation in the area of values and psychotherapy 
because values are difficult to operationalize and measure.
Another possible reason for the dearth of research on values in 
psychotherapy is the understanding that different theoretical 
orientations impart different values (Glad, 1959; Hobbs, 1962; 
Weisskopf-Joelson, 1980) and that this complicates research 
efforts in this area. Although a comprehensive discussion of the 
definition of values is beyond the scope of this literature review, 
it should be noted that there are many different forms of values 
(i.e., moral values, mental health values, esthetic values, cultural 
values, etc.). The studies summarized below have examined the 
impact of various values in psychotherapy. In the review of these 
studies, an effort will be made to clarify which values are being 
examined in each. The studies that have been reported in this area 
will be reviewed in two groups as follows: (a) the acquisition of
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therapist values hy the client, and (b) effects of similarity of 
therapist and client values on the outcome of psychotherapy. 
£li£nl__Acguisition 0f Therapist Values
In the first empirical study which investigated the role of 
values in therapy, Rosenthal (1955) found that patients who 
improved as a result of psychotherapy tended to modify their 
system of moral values in the direction of their therapist’s moral 
values. In this study, nine inpatients and three outpatients were 
administered a battery of four tests, Frank’s Symptom-Disability 
Checklist, Allport-Vernon-Lindzey Scale of Values, Butler-Haigh, 
and Self Concept items from the Dymond Adjustment Scale. In 
addition subjects were given a Moral Values Q-Sort which was 
made up of 60 items designed to measure patient conflict in the 
areas of sex, aggression, and authority. The Symptom-Disability 
Checklist contained 41 symptoms (i.e., headaches, feeling blue, and 
unusual fears) that were rated by patients on a four-point scale of 
distress. The Butler-Haigh is a Q-Sort made up of 100 statements 
which patients sorted into two groups. One sorting group contained 
statements that the patient’s perceived as describing values of 
their ideal self and the other consisted of those statements which 
were not descriptive of the patient’s values. The Allport-Vernon- 
Lindzey Scale of Values (1960) is a classical instrument that has 
generated much empirical research and which defines and measures 
constructs of values related more closely to occupational interest 
than psychological values. These tests were administered to 
patients after fewer than six sessions, and again at the end of
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treatment. The therapists, al! of whom were psychiatric residents,, 
were given the Allport-Vernon-Lindzey Scale of Values and the 
Moral Values Q-Sort tests before psychotherapy began. These tests 
were not readministered at the end of treatment based on the 
assumption that the therapists’ values would remain stable over 
time. Findings indicated that patients who were judged to have 
improved in therapy had modified their system of moral values in 
the direction of their therapists’ moral values. Although this 
finding was significant, the changes in patients’ moral values, 
when considered in relation to the therapists’ values, were not very 
large. The author suggested that this result indicated that moral 
values are altered in therapy, although the change is not profound.
In contrast to the finding that patients’ moral values changed in 
the direction of their therapist’s moral values, no change was found 
for values measured by the Allport-Vernon-Lindzey scale. The 
author proposed that because the values measured by this scale 
were global rather than specific moral values, they may not have 
been associated with factors involved in the patients’ pathology, 
and therefore were not affected. The observed changes in moral 
values associated with sex, aggression, and authority were thought 
to have occurred because such issues are commonly involved in 
patients’ psychological conflicts. Also of interest was the finding 
that patients who were judged to be unimproved moved away from 
their therapist’s value system. This finding suggests that changes 
in moral values may be increased or decreased during the 
therapeutic process.
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Although Rosenthal’s research provided some evidence for 
change in client values through the adoption of therapist values, 
several authors have raised criticisms of his study (Erlich & 
Wiener, 1961; Kessei & McBreaty, 1967). The first criticism 
concerns the small sample size (N=12 therapist-client dyads).
Also, although the results were found to be statistically 
significant, only two of the patients were rated as more than 
moderately improved at termination of therapy. Moreover, the 
psychometric properties of the Mora! Values Q-Sort have not been 
demonstrated. Based on these limitations, Erlich and Wiener 
concluded that Rosenthal’s findings should be considered as merely 
suggestive.
Farson (1961) failed to find evidence that clients’ values come 
to resemble their therapists during psychotherapy. In this study, 
18 clients were administered the Butler-Haigh Q-Sort before 
therapy, at termination, and at a six-month follow-up period in 
order to compare the pre- and post-therapy values of clients and 
their therapists. The six client-centered therapists who 
participated in this study were also given this test before therapy 
began. Based on the results of his study, Farson tentatively 
concluded that it is possible for a client to achieve an adjustment 
in therapy that is independent of the therapist’s value of the ideal 
self.
Although these results were contrary to Rosenthal’s (1955), 
closer examination of the data revealed that some clients seemed 
to become more like their therapists, while others did not. In an
1 9
attempt to explain these differences among clients, Farson further 
analyzed the data by having a group of six colleagues rank the 
therapists with regard to their psychological adjustment, 
therapeutic competence, and the likelihood that their clients would 
come to resemble them. Interestingly, it was concluded that 
therapists who were found to be less-well-adjusted and less- 
competent tended to induce their clients to conform to their value 
system of what constitutes an ideal self. Thus, value convergence 
was evidenced only in clients with therapists rated as less- 
competent. This finding raises the question of whether value 
convergence is more likely to occur in the case of less-competent, 
and less-well-adjusted therapists.
Farson (1961) suggested that his findings, which failed to 
indicate that clients modify their values to resemble their 
therapists’ values, may have deviated from Rosenthal’s (1955) 
because of the differences in theoretical orientations of the 
therapists in the two studies. The therapists in Farson’s study 
referred to themselves as client-centered therapists, while the 
therapists in Rosenthal’s study were psychiatric residents who 
may have adhered to more classical psychoanalytic principles. 
Farson concluded that therapists utilizing psychodynamic 
approaches to therapy may promote identification to a larger 
degree when compared to client-centered therapists. Although 
Farson used the Butler-Haigh Q-Sort, which has been shown to be a 
reliable instrument, his study has been criticized (Kelly, 1990) for
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not obtaining outcome measures and for utilizing a small sample 
size (N=18 dyads).
Nawas and Landfield (1963) also addressed the question of 
client acquisition of therapist values. However, they approached 
this question within the personal language systems of the clients. 
They tested the hypothesis that improvement in therapy is 
contingent upon clients adoption of the personal frame of 
reference or the meaning system of their therapist. In their study, 
20 clients were asked to complete a modified version of the Role 
Construct Repertory Test (RCRT) soon after the first therapy 
session and once every month thereafter. The RCRT broadly 
measures an individual’s perspective in valuing significant others. 
Six eclectic therapists provided psychotherapy to the clients for 
periods ranging from eight to 20 weeks, and also completed the 
RCRT. The RCRT protocol consisted of sets of contrasting 
descriptions of acquaintances in the personal language of the 
clients and therapists. The combined constructs, or personal 
language dimensions of each therapist-client dyad were rank 
ordered by both the client and therapist in terms of their 
significance in understanding people. The top quartiles of ranked 
constructs for each client construct used by his or her therapist in 
therapy, and those of the therapist used by his or her client in 
therapy, were counted. Clients were judged to have been “most 
improved" or "least improved" by independent judges using pre- and 
post-therapy typescripts of brief clinical interviews. Although no 
statistically significant results were found, a trend was reported
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indicating that clients who improved showed a decrease in the 
number of constructs, or beliefs, that they borrowed from their 
respective therapists. In other words, improved clients did not 
change their frame of reference to match their therapist’s, but 
tended to increase their preference for their own frame of 
reference in understanding significant others. Conversely, less- 
improved clients appeared to use their therapist’s frame of 
reference in understanding other people. Additionally, it was 
shown that less-improved clients who matched their therapist’s 
frame of reference were those who were treated by the less- 
experienced and less-well-adjusted therapists. This result is 
similar to Farson’s (1961) findings. The results of this study are 
also consistent with Rosenthal’s (1955) conclusion that when a 
broad system of values, such as those measured by the Allport- 
Vernon-Lindzey Scale of Values, are used rather than the specific 
values of the Moral Values Q-Sort, there seems to be no connection 
between improvement in therapy and the acquisition of the 
therapist’s values. Findings such as these led Kelly (1990) to 
suggest that the development of a more "therapy-relevant” 
instrument, composed only of those values that are typically 
addressed in therapy, could facilitate the investigation of the role 
of values in the process and outcome of therapy.
In an attempt to resolve the inconsistencies resulting from the 
above studies, Landfield and Nawas (1964) offered two 
explanations. First, at least a minimal degree of communication is 
necessary between a client and therapist for improvement in
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psychotherapy to occur, and this communication must incorporate 
the client’s language dimension. Secondly, improvement in 
psychotherapy is accompanied by a shift in the clients concept of 
themselves, toward the ideal of their therapist as described within 
the client’s language dimension.
In order to test these ideas, 36 clients and six eclectic 
therapists were administered the previously described Role 
Construct Repertory Test (RCRT) soon after the first therapy 
session. The combined role constructs of each therapist-client 
dyad were ranked by both the client and therapist in terms of their 
significance in understanding people. Clients and therapists were 
also asked to use the combined role constructs to (1) rate 
themselves as they currently perceived themselves; (2) rate their 
ideal self; and (3) rate the other person as currently perceived (e.g., 
with clients rating therapists and therapists rating clients).
Clients’ level of improvement was rated by independent judges 
working from short pre- and post-therapy typescripts, and placed 
in one of two outcome gioups based on their level of avement. 
Therapeutic improvement was found to be accompanied by a shift in 
the client’s self-perception tows the ideal of the therapist as 
the authors initially contented. However, this shift occurred in the 
context of the client’s language dimension, rather than in that of 
the therapist’s language dimension. The authors concluded that the 
results of this and the studies described above need to be 
understood in the context of the therapist’s approach and the school 
with which the therapist identifies. Again, it was suggested that
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the differences in theoretical orientation between the therapists 
in this study, all of whom were eclectic, and Rosenthal’s (1955) 
therapists, who were psychoanaiytically oriented, may account for 
the observed differences found between these two studies. The 
differences found between these studies, explained as resulting 
from varying theoretical orientations of the therapists, 
underscores Weisskopf-Joelson’s (1980) suggestion that values are 
contained in each orientation and theory of psychotherapy.
A similar approach was used by Petoney (1966) to study the 
hypothesis that clients revise their values to more closely 
approximate those of the therapist. A 75-item Q-sort technique 
based on Klukhohn’s (1953) system of values was used to measure 
the values of both clients and therapists. The statements to be 
sorted described philosophical issues such as the nature of man, 
his relationship to others, and what constitutes a good life.
Results indicateu that clients revised their values to more closely 
approximate the values of their therapist. It was also reported 
that the therapists, all of whom adhered to a client-centered 
orientation, were found to be relatively homogeneous in terms of 
their value orientations. Petoney concluded that client acquisition 
of therapist values is an important aspect of psychotherapy. 
However, instead of assuming that clients adopt values via 
communication by their therapist, Petoney suggested that clients 
in psychotherapy may develop a more emotionally mature and 
mentally healthy orientation to living that approximates more 
closely the orientation of their therapist.
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Additional support for the idea that clients may acquire some of 
the values of their therapist was offered by Welkowitz, Cohen, and 
Orthmeyer (1967). This study investigated value convergence and 
homogeneity-heterogeneity of values among a sample of 38 
psychoanalytic therapists and 44 clients. Following a brief period 
of therapy (from one to nine months) therapists and clients were 
administered the Ways to Live Scale and the Strong Vocational 
Interest Blank, both of which are measures of value acquisition.
The Ways to Live Scale is composed of 13 different paragraphs 
which describe basic human values. Each paragraph describes a 
way of life that the respondent rates as to the degree they would 
like to lead that way of life utilizing a seven-point scale. The 
Strong Vocational Interest Blank addresses a wide range of 
personal preferences in ail areas of life which are assumed to 
express underlying value dimensions. Within two weeks after 
testing, therapists evaluated the extent of improvement for each of 
their patients. Client improvement in therapy was measured by 
therapist ratings made on a six-point scale from "marked 
improvement" to "much worse."
The results from this study suggested that the therapists did 
not share a homogeneous value scheme. Additionally, clients and 
their therapists were found to be significantly more sirr'lar in 
values than random pairs of therapists and clients. Moreover, 
clients rated as significantly more improved by their therapists 
were found to have moved in the direction of greater similarity to 
their therapist’s values. Because no pretest measures of value
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similarity were obtained early in treatment, it is unclear whether 
the values of the most improved clients were initially more 
similar to those of their therapist, or whether value congruence 
increased as a function of time. The authors speculated that the 
clients’ values wera similar to the therapist’s at the outset 
because the sample consisted of mostly young, intelligent, and 
achievement oriented clients, and that the shifts in values 
occurred on a quantitative rather than qualitative basis. The 
authors concluded that similarity in ongoing therapist-client dyads 
was substantiated because patients rated as most improved were 
found to have more similar values vis-‘a-vis their therapist than 
patients rated least improved. Without pretest data on values for 
therapists and clients, however, convergence or acquisition of 
values cannot be determined. Another limitation to this study is 
that the only outcome measure of therapeutic improvement was the 
therapists’ subjective perceptions of client improvement. This 
limitation raises the possibility that therapist-client value 
congruence is related to therapists’ tendency to rate clients who 
hold similar values positively, rather than on the basis of actual 
behavioral improvement. It is uncertain whether other outcome 
measures, such as client ratings, or objective testing, would have 
resulted in similar findings. However, this study did utilize a large 
sample size (N=44 dyads) and the Ways to Live Scale has been 
shown to be a reliable instrument (Morris, 1956).
In summary, the empirical literature on client acquisition of 
therapist values during psychotherapy is mixed. Of the six studies
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summarized, four ( Landfield & Nawas, 1964; Petoney, 1966; 
Rosenthal, 1955; & Weikowitz, Cohen, & Orthmeyer, 1967) 
supported the hypothesis that convergence occurs in therapy and is 
associated with improvement. Only two of the studies (Farson, 
1961; & Nawas & Landfield, 1963) failed to find a statistically 
significant convergence effect. Although these two studies did not 
find overall therapist-client value convergence, they did find that 
therapists who were found to be less-well-adjusted and less- 
competent tended to induce their clients to conform to the 
therapists own value system.
There are several limitations to the studies reviewed, however. 
Each used different instruments to measure values, and some 
instruments that measure general values may be inappropriate in 
evaluating possible value change in psychotherapy. Recognizing 
this limitation, Kelly (1990) proposed the need for the development 
of a more therapy-relevant instrument composed only of those 
values typically addressed in therapy. The types of outcome 
measures that were utilized, and the lack of outcome measures in 
some studies, present another limitation to the studies reviewed. 
Moreover, some of the studies used therapists’ subjective 
perceptions of client improvement as the only outcome measure. 
Future research could be improved by measuring several aspects of 
outcome including, clients’ reports of improvement, independent 
judges’ ratings of improvement, and objective outcome measures. 
Based on the empirical studies completed thusfar, the issue of
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probabie therapist value communication to clients and value 
congruence during therapy are speculative at best,
Therapist-Client Value Similarity
The theoretical literature on values in psychotherapy included 
several references to the potential importance of matching 
therapists and clients in terms of value similarity. For example, 
Fromm-Riechman (1949) suggested that value similarity between 
therapist and client may positively influence the psychotherapeutic 
process. Similarly, Snyder (1961) suggested that patient-therapist 
similarity in values was good for the therapeutic relationship. 
Preckner (1952) proposed that value similarity may establish a 
foothold for communication between a therapist and client, thus 
increasing chances for client change.
Although the importance of matching a therapist and client on 
value similarity is frequently recognized, the empirical literature 
contains relatively few investigations in this area. In one of the 
earliest empirical studies of this issue, Cook (1966) explored the 
relationship between degree of client-counselor vaiue similarity 
and changes in the client’s perception of the meaning of "me," "the 
ideal student," "my future occupation," and "education." Ninety 
university students completed the Osgood’s Semantic Differential 
Scale (Osgood, Suci, & Tannanbaum, 1957) and the Allport-Vernon- 
Lindzey Study of Values. The former instrument consists of 
evaluative scales designed to measure the meaning of "me," "the 
ideal student," "my future occupation," and “education." Students 
were asked to rate the meaning of each of these constructs before
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and after brief counseling consisting of two to five sessions. A 
total evaluative score was obtained for each concept on the 
Semantic Differential before and after treatment. The clients 
participated in therapy with 42 therapist-trainees who were 
enrolled in a counseling practicum course at the University of 
Missouri. At the beginning of this course, therapist-trainees also 
completed the Study of Values questionnaire. Similarity in values 
between clients and therapists was determined by comparing each 
clients’ Study of Values profile with their therapist’s Study of 
Values profile. The clients were then placed in high, medium, and 
low groups of 30, according to the degree of therapist-client value 
similarity. The groups were compared for average change in the 
evaluative meaning of each of the four concepts rated.
A medium degree of value similarity between client and 
therapist appeared to reiate to a more positive client evaluation of 
"education" and "my future occupation" than either high or low 
similarity. These results suggest a curvilinear relationship, with 
the medium-similarity group showing a more positive change in the 
meaning of these concepts than the high or low groups. The author 
suggested that a medium degree of similarity in values might have 
enabled the therapists to be divergent enough in their own opinions 
to stimulate exploration and new ideas on the part of the client 
without "antagonizing" the client, resulting in positive changes in 
the client’s perceptions. No differences were found among the 
three groups for the concepts of "me" and "the ideal student."
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Good and Good (1972) proposed that therapists who were 
attitudinaliy similar would be evaluated more positively by 
pseudo-clients than attitudinaliy dissimilar therapists. To test 
this hypothesis, the authors had 87 introductory psychology 
students complete a Survey of Attitudes. The survey consisted of 
12 issues on six-point agree-disagree scales concerning topics 
such as belief in God, divorce, and the importance of a college 
education. Five days later these subjects were asked to evaluate a 
potential psuedo-therapist based on an attitude survey purportedly 
filled out by the therapist. Subjects we re asked to rate the 
therapist, using a modified Interpersonal Judgment Scale 
consisting of seven scales that measured therapist characteristics 
and client willingness to discuss personal issues. The fictitious 
therapist to be evaluated was either highly similar (agreeing on 10 
of the 12 attitudes) or highly dissimilar (agreeing on only 2 of the 
12 attitudes) to the subjects. After reading about the simulated 
therapist’s attitudes, subjects were asked to indicate how much 
they would be willing to discuss various emotional problems with 
the therapist. Subjects also evaluated the therapist’s probable 
level of sympathy, understanding, and effectiveness in dealing with 
psychological problems.
The results indicated that more favorable reactions were 
elicited by the attitudinaliy similar therapist on each of the seven 
response measures, confirming the hypothesized effects of 
attitude similarity to positive student reactions. The authors 
concluded that attitude similarity-dissimiliarty affects subject’s
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evaluation of therapist’s competence as a helping person and one’s 
willingness to discuss possible psychological problems. Although 
the results were obtained with nonclients, these results suggest 
that attitude similarity-dissimilarity could affect client’s 
evaluative reactions to therapists.
Building on this notion, Good (1975) explored whether attitude 
similarity influences clients’ evaluative responses toward actual 
therapists. It was hypothesized that individuals would rate 
attitudinaliy similar psychotherapists higher than attitudinally 
dissimilar therapists. Similarity of attitudes was evaluated with 
respect to open-mindedness, promoting feelings of ease, 
understanding of people, effectiveness as a psychotherapist, 
attractiveness to oneself, and willingness to recommend the 
psychotherapist to a friend. Forty-seven students enrolled in 
undergraduate psychology courses served as subjects. Each subject 
completed a 10-item Survey of Attitudes regarding attitudes such 
as meaning in life, fresh air, daily exercise, and interracial 
marriage. Measurement of each attitude was performed using a 
six-step, agreement-disagreement scale. Five days later, each 
subject received a Survey of Attitudes completed to reflect the 
attitudes held by a hypothetical psychotherapist. The Survey of 
Attitudes each subject received for the hypothetical 
psychotherapist was either 10 percent or 90 percent similar to the 
subject’s own attitudes. After studying the attitudes of the 
hypothetical psychotherapist, subjects were asked to rate the 
therapist, using the Therapist Judgment Scale. This scale required
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the subjects to make judgments about the extent to which the 
psychotherapist would be open-minded rather than dogmatic, 
promote feelings of ease rather than feelings of discomfort, have a 
good rather than poor understanding of people, be effective rather 
than ineffective as a psychotherapist, be liked by oneself as a 
person, and be worthy of recommending to a friend. Results were 
consistent with those found in the earlier study reported by Good & 
Good (1972). Subjects in this study also rated psychotherapists 
who were attitudinally similar to themselves significantly higher 
for open-mindedness as a psychotherapist, personal attractiveness, 
and willingness to recommend to a friend.
Beutler, Johnson, Neville, Elkins, and Jobe (1975) assessed the 
effects of therapist credibility and patient-therapist similarity on 
interpersonal persuasion, as well as the relationship between 
patient attitude change and psychotherapy outcome. The 
Situational Appraisal Inventory, a measure of global values, was 
used to measure therapist-client attitude similarity and 
subsequent change in client attitudes. Initial patient-therapist 
attitude similarity was measured by comparing clients’ pre­
therapy Situational Appraisal Inventory responses with those of 
their therapist. Ninety-seven psychiatric patients and six 
therapists were then divided into high-, medium-, and low- 
similarity groups. These groups were further divided into groups 
of high and low perceived therapist credibility which was 
measured using a semantic differential index. At the end of 
psychotherapy, interpersonal influence was assessed by means of a
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difference score comparing pre-therapy and post-therapy 
s im ila rity .
Several interesting results emerged. Low initial similarity of 
the therapist-client dyad was related positively to greater 
therapist influence when compared to either high or medium initial 
similarity. No association was found between highly credible 
therapists and significant patient attitude change. However, 
therapists perceived as high in credibility were found to have 
consistently higher patient ratings of improvement when compared 
to low-credibility therapists. The results also indicated that 
initial therapist-client similarity was inversely related to the 
therapist’s persuasive influence, regardless of the therapist’s 
perceived credibility. Based on these findings, the authors 
concluded that therapist credibility affects therapy outcome. The 
authors suggested that the differences found between low- and 
high-credibility therapists may indicate that highly credible 
therapists do not need the "reassurance” of patients with similar 
attitudes to the same extent as low-credibility therapists.
In an attempt to study the persuasive aspects of psychotherapy, 
Beutler, Pollack, and Jobe (1978) examined the relationship 
between client-therapist "mutual acceptance" of values and the 
outcome of therapy. The authors were interested in studying the 
role of therapist acceptance of patient values, patient acceptance 
of therapist values, and the possibility that some values are more 
important to accept in therapy than others. In order to understand 
the relationship between the “mutual acceptance" of values, 13
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insight-oriented therapists were administered a series of 
questionnaires (Beutier, Jobe, & Elkins, 1974) that assessed values 
relative to others’ approval, the threatening nature of the world, 
God, communism, Christianity, social laws, and premarital sexual 
behavior. Each scale was constructed to derive the degree of 
acceptance and rejection of these values, as well as the 
respondent’s preferred attitude on each value dimension. Clients 
were administered the same value questionnaires after the first 
visit and at the end of 12 psychotherapy sessions. On the latter 
occasion, clients also completed a questionnaire designed to 
assess improvement on three dimensions: satisfaction with 
therapy, satisfaction with the therapist, and global improvement.
The results suggested that when patients initially rejected 
their therapist’s estimate of threat in the world while accepting 
their views on premarital sex, satisfaction with therapy increased. 
Additionally, global improvement ratings significantly increased as 
clients acquired their therapists’ attitudes on these values. The 
authors concluded that the adoption of a therapist’s view of life, as 
measured by the seven dimensions, may facilitate the client’s 
sense of positive growth. Finally, the results suggested that 
clients’ rejection of their therapists’ belief or disbelief in God was 
associated with increases in their positive attitudes toward their 
therapists. In contrast, therapists’ rejection of their clients’ 
opinions both of Christianity and others’ approval were associated 
with increases in the therapists’ level of attractiveness to their 
clients. These resuits demonstrate that acceptance of values need
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not be complete; selective disagreement with the therapist’s 
values may also be associated with a positive treatment outcome.
Beutler, Arizmendi, Crago, Shanfield, and Hagaman (1983) 
expanded this notion by examining the effects of value similarity 
and client persuadability on value convergence and psychotherapy 
improvement. It was anticipated that patients’ persuadability, as 
well as patients’ and therapists’ pre-therapy similarity, would be 
related both to value convergence and to therapeutic improvement. 
To test this hypothesis, 45 outpatients and 22 therapists were 
administered the Eysenck Personality Inventory (EPI), which 
assesses personality along the dimensions of extraversion- 
introversion and neuroticism-stability. Also administered were 
the Rokeach Value Survey and the Locus of Control (l-E) Scale in 
order to determine levels of initial similarity for therapists and 
clients on values and locus of control. The Rokeach Value Survey 
(Rokeach, 1973) assesses two independent value systems. The two 
value sets reflect ultimate life goals (terminal values) and 
desirable modes of conduct in achieving these goals (instrumental 
values). Subjects ranked these values in the order of importance in 
their own personal lives. In order to determine pre-therapy initial 
similarity the value scales were administered to clients and 
therapists. Clients also rank ordered these value scales after 
treatment to ascertain the amount of change (i.e., convergence) 
that occurred during therapy. The Locus of Control (l-E) Scale is a 
29-item, forced-choice scale designed to assess the degree to 
which people perceive the events in their lives as under their
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control (internal) or under the control of external agents. In order 
to assess the effects of subsequent value convergence on 
treatment effectiveness, three additional measures of treatment 
outcome were utilized: the SCL-90R, a personal evaluation, and the 
client’s discharge summary. The SCL-90R is a 90-item self-report 
symptom inventory used as a measure of treatment gain. Pre- and 
post-therapy scores were used to assess symptom change on nine 
symptom dimensions.
The findings indicated that pretreatment patient-therapist 
dissimilarity in values facilitated greater subsequent value 
convergence than did pretreatment value similarity. The data also 
suggested that value convergence was associated with therapists’ 
ratings of improvement, indicating that therapists view patients 
as having achieved success in therapy when the patients’ value 
systems come to resemble the therapist’s more closely during 
therapy. However, no statistically significant relationship was 
found between patients’ persuadability, value convergence, and 
symptomatic change. In the Beutler et al. (1983) study, value 
convergence was studied in the context of initial therapist-patient 
value similarity.
Using an analogue design, Hlasny and McCarrey (1980) examined 
the effects of similarity of client-therapist values, and the 
therapist’s "nonpossessive warmth," on client trust of the 
therapist and client assessment of therapist effectiveness. Eighty 
undergraduates responded to a portion of the Rokeach Value Survey, 
which requires subjects to rate 18 terminal values with regard to
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their importance as a "guiding principle" in the subjects’ lives.
Two weeks after subjects completed this questionnaire, subjects 
were asked to assume that they were seeking a therapist for help 
with some personal problems that had been developing for a long 
time. The subjects were given a questionnaire that included two 
simulated sources of information regarding the pseudo-therapist: 
(a) the therapist ranking of the subject’s first nine values, 
presented graphically next to the subject’s own ranking of these 
values completed two weeks earlier, and (b) a description of the 
pseudo-therapist, portraying the therapist’s level of nonpossesive 
warmth. The descriptions of high and low warmth were 
constructed by the authors from statements from the Relationship 
Questionnaire (Truax & Carkhuff, 1967). Forty subjects received a 
value profile of the pseudo-therapist that was similar to their own 
(with six out of the nine values ranked identically), and 40 
subjects received a value profile that was dissimilar (with three 
of the nine values ranked identically). Subjects were asked to rate 
the hypothetical therapist on several dimensions such as 
trustworthiness and effectiveness, based on the description they 
had received of the hypothetical therapist. It was determined that 
when either value similarity or therapist nonpossessive warmth 
were low, a high condition of the alternate variable elicited 
significantly higher trust ratings than the low condition. When 
either warmth or value similarity was high, the addition of the 
other variable did not add further to the subjects’ trust ratings. 
With regard to subject ratings of therapist effectiveness, high
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conditions for both nonpossessive warmth and value similarity 
elicited higher ratings of therapist effectiveness than the low and 
medium conditions.
In a more recent investigation, Arizmendi, Beutler, Shanfield, 
Crago, and Hagaman (1985) examined the effects of client- 
therapist value similarity on subsequent treatment outcome. 
Forty-five nonpsychotic psychiatric outpatients were randomly 
assigned to 22 therapists. Pretreatment vaiue similarity was 
determined on the basis of patients’ and therapists’ responses to 
the Rokeach Value Survey. Treatment outcome was assessed with 
multiple measures including, the SCL-90R which was used to 
evaluate pre-to-post-treatment symptom change on nine different 
symptom dimensions. The SCL-90R was administered both before 
and at the end of treatment, and improvement on each symptom 
dimension was assessed by computing a ratio of the percentage of 
change obtained relative to the amount possible. In addition, 
therapists were asked to complete a subjective rating of patient 
improvement based on a discharge summary obtained at the end of 
treatment.
Before treatment, subjects were asked to complete the SCL- 
90R. After the first therapy session, all subjects completed the 
Rokeach Value Survey. In addition, immediately after either 
planned or unplanned termination of therapy, clients again were 
asked to complete the SCL-90R. Therapists were asked to 
complete the Rokeach Value Survey before beginning work in the 
clinic. Also, whenever a client terminated treatment, the
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therapists were asked to complete a Discharge Summary on which 
the client would be rated in terms of symptom improvement.
The results indicated that a complex pattern of therapist-client 
value similarity and differences promote maximal improvement. 
Generally, positive ratings of outcome by therapists were 
associated with pretreatment dissimilarities on the value of social 
ascendance and achievement and by similarities with regard to 
humanistic and philosophical values. Patient ratings of outcome 
were also enhanced when patient and therapist shared 
philosophical and humanistic concerns, and were further 
facilitated when values relating to social attachment and 
independence were ranked differently for patient and therapist.
In summary, of the studies reviewed that assessed initial 
therapist-client similarity and value convergence, relationship 
enhancement, and therapy outcome, three (Good & Good, 1972; Good, 
1975; Hlasny & McCarrey, 1980) found that initial value system 
similarity was associated with more positive client ratings of the 
therapist and willingness to discuss personal problems. One study 
(Welkowitz, Cohen, & Orthmeyer, 1967) suggested that there was a 
nonsignificant relationship between therapist-client similarity 
and psychotherapy improvement. Two studies (Cook, 1966; Beutler, 
et al., 1975) found that a medium degree of therapist-client initial 
similarity was associated with improvement. Interestingly,
Beutler, et al.( 1983) found that initial therapist-client similarity 
and convergence were not related to improvement. Rather, their 
investigation found that dissimilarity of initial value systems
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between therapists and clients was associated with improvement. 
These results are especially noteworthy because this study was 
designed we!!, utilizing a iarge sample (N=45 dyads), reliable 
measures, and multiple outcome measures. Finally, two studies 
(Arizmendi, Beutler, Shanfield, Crago & Hagaman, 1985; Beutler, et 
al., 1978) reported that complete client acceptance of therapist 
values need not occur to obtain positive treatment outcomes. 
Instead, these studies reported that there is a complex pattern of 
therapist-client value similarity and dissimilarity that promote 
positive improvement.
Mental Health Values
The studies reviewed above explored the relationship between 
psychotherapeutic outcome and values in general. One subset of 
values that seems particularly relevant to the question of 
psychotherapeutic outcome is mental health values. Mental health 
values may be conceptualized as the personal traits or 
characteristics that an individual perceives to be indicative of 
positive mental health (Tyler, Clark, Olson, Klapp, & Cheloha 
(1983). Recently, Tyler et al. developed a measure of mental health 
values, the Mental Health Values Questionnaire (MHVQ). This test 
was constructed by first asking mental health center directors, 
psychiatric inpatients, and college students to list characteristics 
they felt were important indicators of whether an individual’s 
personal adjustment was good or bad. These responses were used 
to generate a pool of 236 statements that were rated by another 
sample of college students on how well the items reflected good or
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poor mental health. The ratings were factor analyzed to produce 
eight dimensions with high internal consistency reliabilities (r=.76 
to .88). The following scales were obtained: (a) Self-Acceptance,
(b) Negative Traits, (c) Achievement, (d) Affective Control, (e) Good 
Interpersonal Relations, (f) Untrustworthiness, (g) Religious 
Commitment, (h) Unconventional Reality. Scales were also cross- 
validated on another sample of 254 college students, and highly 
similar dimensions were obtained.
In their initial study, Tyler et al. (1983) administered the MHVQ 
and Eysenck Personality Questionnaire to provide a general measure 
of personal adjustment. Few significant correlations between the 
Eysenck Personality Questionnaire and the MHVQ were found, 
suggesting that an individual’s conceptualization of mental health 
is relatively independent of his or her adjustment level. Sex 
differences, however, were found on five of the eight scales (Self- 
Acceptance, Good Interpersonal Relations, Untrustworthiness, 
Religious Commitment, and Unconventional Experiences), indicating 
that men and women viewed these mental health values differently.
In subsequent studies, the MHVQ has been used to assess 
perceptions about mental health among varied populations. Haugen, 
Tyler, and Claix (1991) administered the MHVQ to a national sample 
of psychologists, psychiatrists, social workers, and 
psychoanalysts. Although the results indicated a relatively high 
degree of consensus across professional disciplines for mental 
health values, several sex differences were found. Male 
psychologists were found to view Affective Control as more
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strongly associated with good mental health than did female 
psychologists. In addition, female psychologists viewed Self- 
Acceptance as more indicative of good mental health than did male 
psychologists. This finding is consistent with an earlier study by 
Tyler et al. (1983), in which sex differences were found in a 
college sample. Similarly, Bjork (1988) found sex differences 
among undergraduate subjects on several scales of the MHVQ.
Cultural differences for mental health values have also been 
noted as measured by the MHVQ. In a comparison of Native 
American and Caucasian undergraduate students on the MHVQ, Tyler 
and Suan (1989) found that Caucasian subjects associated 
unconventional experiences of reaiity (e.g., having visions) with 
poor mental health more strongly than did Native American 
students. Native American students were found to perceive the 
relationship between such experiences and healthy emotional 
functioning as more neutral or positive. In a cross-cultural study 
of Caucasian and Japanese-American undergraduates, Suan and 
Tyler (1990) reported that unlike Caucasian-American subjects, 
Japanese-American subjects more strongly related Good 
Interpersonal Relations, Trustworthiness, and the absence of 
Negative Traits to positive mental health.
Tyler, Clark and Wittenstrom (1989) examined patient response 
to alcoholism treatment as a function of patient-therapist mental 
health value congruence. Results indicated that positive treatment 
effects were associated with pretreatment agreement between 
counselor and patient on some mental health values (Negative
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Traits, Achievement, and Affective Control), but with pretreatment 
disagreement on others (Seif-Acceptance, Good Interpersonal 
Relations, Religious Commitment, and Unconventional Reality).
This finding suggests that the relationship between treatment 
outcome and counselor-patient mental health value congruence may 
vary with respect to the value under consideration.
In summary, the MHVQ has been designed to measure a subset of 
values which seem to be particularly relevant to the question of 
psychotherapeutic outcome. The data generated with this measure 
suggest that males and females differ in regard to their views on 
what constitutes mental health (Bjork, 1988; Haugen et al., 1991; 
Tyler et al., 1983). Cultural differences have also been noted with 
respect to mental health values as measured by the MHVQ (Suan & 
Tyler, 1990; Tyler & Suan, 1989). Moreover, differences have been 
found among mental health professionals (i.e., psychiatrists, 
psychologists, social workers) in regard to what constitutes 
mental health (Haugen et al.). Finally, results of one study (Tyler 
et al., 1989) indicated that positive treatment effects were 
associated with therapist-patient congruence on some mental 
health values, and incongruence on others. These findings indicate 
that the relationship between treatment outcome and therapist- 
client mental health value congruence may vary depending upon the 
value under consideration. The present study attempted to clarify 
whether therapist-subject agreement on the mental health value of 




The research assessing the role of therapeutic alliance on 
psychotherapy outcome began as an attempt to clarify empirical 
findings which suggest that no one therapy approach is uniformly 
superior to others (Luborsky et al., 1975; Sloane et al., 1975; Smith 
et al., 1980). A growing body of evidence indicates that the quality 
of therapeutic alliance is predictive of therapeutic outcome. Given 
this emerging evidence, researchers are now beginning to seek a 
better understanding of the phenomenon of therapeutic alliance 
itself. For example, it seems appropriate to examine which 
variables contribute to positive therapeutic alliance. One factor 
that seems likely to have an impact on the quality of therapeutic 
alliance is the degree of value congruence between a therapist- 
client dyad. The present study examined therapist-client 
congruence with respect to one value dimension as a possible 
mediating factor in the formation of a positive or negative 
therapeutic alliance. Most attempts to empirically study 
therapeutic alliance have focused on the development of valid and 
reliable instruments to measure this concept. These studies will 
be summarized below, following with a review of the few studies 
which have assessed the relative importance of the therapist- 
client relationship to the process and outcome of psychotherapy.
As a result of his v on the Penn Psychotherapy Project, 
Luborsky (1976) proposed two types of therapeutic alliance. Type I 
therapeutic alliance is based on the degree to which the patient 
experiences the therapist as warm, supportive, and helpful. He
referred to this type of therapeutic alliance as the helping alliance. 
A second type of alliance, Type II, was defined as the degree to 
which the patient-therapist dyad work together with shared 
responsibility for achieving treatment goals. Two rating methods 
were designed by Luborsky to measure these two separate 
dimensions of therapeutic alliance, the Helping Alliance Rating 
Method (HAr) and the Helping Alliance Counting Signs Method 
(HAcs).
In order io assess the reliability of the Helping Alliance Rating 
Method as a predictor of therapeutic outcome, Morgan, Luborsky, 
Crits-Christoph, Curtis, and Solomon (1982) studied a sample of 
nonpsychotic patients recruited from the Penn Psychotherapy 
Project. The ten most-improved and the ten least-improved 
patients who were treated for at least 25 sessions were chosen 
from the 73 audiotaped cases in the Penn Psychotherapy Project 
archives on the basis of measures described below. The twenty 
patients had been treated in psychoanalytically oriented 
psychotherapy by 18 resident-therapists. Four 20-minute 
segments were taken from each of the 20 cases. Two segments 
were from the initial stages of treatment and two were from the 
final stages, totaling 80 segments. Each segment was rated by two 
independent psychoanalysts on the degree of helping alliance as 
measured by the Helping Alliance Rating Method (HAr). The HAr is 
made up of items that assess both Type I and Type II therapeutic 
alliance dimensions. The level of therapeutic alliance present in 
the therapist-client dyad was evaluated by objective raters who
45
reviewed transcripts of therapy sessions and rated, on a 10-point 
Likert-type scale, the degree to which each item was present. 
Patient outcome was assessed by therapist and patient composite 
ratings of pre- and post-treatment adjustment. Objective outcome 
measures were also obtained with the Inventory of Social and 
Psychological Functioning; Minnesota Multiphasic Personality 
Inventory scales for ego strength, hypochondriasis, and hysteria; 
the Health-Sickness Rating Scale (HSRS); and the adjustment items 
of the Prognostic Index Interview. Results indicated that both Type 
I and Type II therapeutic alliance scores significantly predicted the 
outcome of psychotherapy. That is, the greater the Helping 
Alliance Rating scores, the higher the composite ratings of 
success, satisfaction, and improvement from therapy.
Luborsky, Crits-Christoph, Alexander, Margolis, and Cohen 
(1983) assessed the reliability of both the Helping Alliance Rating 
(HAr) and the Helping Alliance Counting Signs (HAcs) as predictors 
of therapeutic outcome. The authors studied the same sample of 
psychotherapy transcripts of nonpsychotic patients treated in 
psychoanalytically oriented psychotherapy as in the above study 
(Morgan et al., 1982). Each of the 80 segments were rated by two 
independent psychoanalysts on the degree of helping alliance as 
measured by the HAr and HAcs. The Helping Alliance Counting Signs 
Method (HAcs) requires objective raters to count all of the relevant 
patient statements, referred to as “signs," in a therapy transcript. 
Raters first determine if the "signs" should be classified as Type I 
or Type II, then they make a judgment about the positive or
4 6
negative nature of the "sign," and finally they rate the intensity of 
the“sign" on a five-point scale. The patient’s scores were the 
composite of the total number of “signs" in each therapy session 
and the intensity of the ratings of each “sign." The results 
indicated that both the HAr and the HAcs measures revealed a 
significant positive relationship with therapist ratings of patient 
satisfaction and therapy improvement. The authors concluded that 
positive helping alliance “signs" predict therapeutic outcome 
reliably, while negative helping alliance "signs" are less-reliable 
predictors.
Another attempt to develop a measure of therapeutic alliance 
and assess its relationship to psychotherapy outcome was 
undertaken by Marziali, Marmar, and Krupnick (1981). These 
authors focused specifically on the therapist and patient 
contributions to the attitudinal-affective aspects of the 
therapeutic climate, rather than on specific therapist techniques. 
The Therapeutic Alliance Rating scale was developed with a total 
of 42 items with four scales as follows: (1) the Therapist Positive 
Contributions to the Alliance Scale, (2) the Therapist Negative 
Contributions to the Alliance Scale, (3) the Patient Positive 
Contributions to the Alliance Scale, and (4) the Patient Negative 
Contributions to the Alliance Scale. Each of the 42 items were 
rated on an "intensity of presence" scale ranging from zero (not 
present) to five (intensely present).
To test the predictive value of the scale, a sample of five good 
and five poor outcomes were drawn from 25 audio-recorded
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sessions of time-limited dynamic psychotherapy for clients 
diagnosed with post-traumatic stress disorder. For each of the 10 
patients, independent judges rated four hours (at the second, fifth, 
eighth, and eleventh sessions) of therapy. For each sampled 
session, either the first, middle, or last 20 minutes of each hour 
was chosen on a random basis for rating.
The results suggested that the patient’s total contribution to 
the alliance, as assessed by the raters using the Patient Positive 
Contributions Scale, differentiated the two groups, with the good- 
outcome group having a better alliance. These findings are 
consistent with the results of Gomes-Schwartz (1978), who found 
that patients who established and maintained a positive attitude 
toward the therapist and the work of therapy achieved the greatest 
benefit. Interestingly, in Marziali et al.’s (1961) study, the 
therapist contribution to the therapeutic alliance was not found to 
be predictive of outcome, while patient contributions were related 
to outcome.
Eaton, Abeles, and Gutfreund (1988) assessed the relationship 
between therapeutic alliance, pretreatment patient 
symptomatology, treatment length, and outcome. Forty cases of 
audiotaped psychodynamic therapy sessions of adult outpatients at 
a university counseling center were categorized into three groups 
based on their total number of therapy sessions as follows: high 
(over 40), moderate (20-40), and low (20 or less). Fifteen-minute 
segments of the first, third, and every fifth session thereafter 
were rated by independent judges using the Therapist Alliance
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Rating Scale. Pre- and post-therapy data had been collected for 
each patient and included the Hopkins Symptom Checklist (SCL-90), 
as well as a self-report post-therapy client questionnaire and a 
post-therapy therapist questionnaire.
The results indicated that regardless of length of therapy, the 
level of therapeutic alliance was established within the first three 
sessions and remained largely constant throughout the course of 
treatment. The data also suggested, however, that the short-term 
therapy cases had lower levels of positive therapeutic alliance. 
Therapeutic alliance was also found to be negatively associated 
with pretreatment symptomatology. That is, the higher the 
patient’s symptomatology upon entering therapy the lower the 
patient’s positive alliance and the higher the patient’s negative 
alliance. Similar to findings of other researchers, Eaton et al. 
(1988) also found a positive relationship between therapeutic 
alliance and outcome as measured by SCL-90 ratings of 
symptomatology, along with therapist and patient ratings of 
outcome.
Gomes-Schwartz (1978) assessed the influence of therapists’ 
theoretical orientations and their level of psychotherapy training 
on the formation of therapeutic alliance. She examined the impact 
of specific therapeutic techniques used by therapists of differing 
theoretical orientations, warmth and friendliness of the therapist, 
and patients’ attitudes toward working in therapy on the outcome 
of brief psychotherapy. Thirty-five college students with elevated 
scores (T>60) on the Depression, Psychasthenia, and Social
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Introversion scales of the Minnesota Multiphasic Personality 
Inventory (MMP!) participated in the study. Patients were assigned 
to either a professional or a nonprofessional therapist. Ten of the 
patients were seen for treatment by psychoanalytic therapists, 10 
by client-centered therapists, and 15 by nonprofessional therapists 
for a mean of 18.9, 16.3, and 17.4 therapy sessions, respectively.
The Vanderbilt Psychotherapy Process Scale (VPPS) was used to 
measure therapeutic alliance. This instrument consists of several 
Patient factors (i.e., Patient Hostility, Patient Participation,
Patient Involvement, Patient Exploration, and Patient Distress), 
and several Therapist factors (i.e., Therapist Warmth and 
Friendliness, Therapist Involvement, Negative Therapist Attitude, 
and Therapist Exploration). Objective raters reviewed 10-minute 
randomly selected audio-taped segments of the individual therapy 
sessions and rated them on an 84-item, Likert-type scale designed 
to assess the Therapist and Patient factors preser.t in the 
therapeutic process. At the end of treatment, the therapist and an 
objective rater assessed patient change using a six-point, Likert- 
type scale, on three dimensions: (a) severity of the patient’s 
problems; (b) level of the patient’s distress; and (c) quality of the 
patient’s functioning in his social, work, and academic roles. The 
scores on these three items were totaled to yield an overall rating 
of improvement. Objective patient improvement was also assessed 
through residual gain scores on the MMP!.
Results indicated that the theoretical orientation and 
professional-nonprofessional status of the therapist had an impact
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on the process but not the outcome of psychotherapy. That is, 
therapists from the three treatment groups were found to behave 
differently in the therapeutic session, but no differences among 
the groups were found for treatment outcome. Furthermore, the 
differences among the three groups of therapists did not seem to 
influence patients’ attitudes toward therapy. Patients were found 
to be equally involved in the therapy process, whether they were 
treated by analytic, client-centered, or untrained therapists.
Patient Participation and Patient Hostility were found to predict 
therapy outcome most consistently, with a positive and negative 
relationship found, respectively. The author concluded that 
patients who established and maintained a positive attitude toward 
the therapist and therapeutic alliance achieved the greatest 
therapeutic benefits.
Moras and Strupp (1982) examined the hypothesis that pre­
therapy clinical assessments of interpersonal relations would be 
predictive of the ability of a patient to form a positive therapeutic 
alliance in short-term psychotherapy (up to 25 sessions). These 
authors also assessed the association between pre-therapy 
assessments of interpersonal relations and the outcome of therapy. 
In order to test the hypothesis, 33 subjects with symptoms of 
anxiety, shyness, and troubled interpersonal relationships were 
randomly assigned to either a professional therapist (N=18) or a 
college professor, who reportedly had often been sought out by 
students for help with problems, but who had no formal training in 
psychotherapy (N=15). The subjects, male college students who had
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requested psychological services at a university counseling center, 
were selected for inclusion in this study on the basis of elevated 
scores (T>60) on the Minnesota Multiphasic Personality Inventory 
(MMPI).
The subjects’ pre-therapy interpersonal relations assessment 
was obtained by independent raters using the Clinical Rating Form 
(CRF). The CRF consists of 20 nine-point Likert-type scales that 
assess peer relations, family relationships, and prominence of 
resentful attitudes toward others. The ratings on the three scales 
were totaled to provide a global index of adequacy of interpersonal 
relations. Patient therapeutic alliance was measured using the 
Vanderbilt Psychotherapy Process Scale (VPPS).
Objective raters reviewed randomly selected ten-minute audio- 
taped segments of the therapeutic encounters to assess the degree 
to which therapist factors (Therapist Warmth and Friendliness, 
Therapist Involvement, Negative Therapist Aititude. and Therapist 
Exploration) and patient factors (Patient Hostility, Patient 
Participation, Patient Involvement, Patient Distress, and Patient 
Exploration) were present within the sessions. Outcome measures 
included residual change scores on the MMPI and patient self- 
ratings on an eleven-point global improvement scale ranging from 
“much worse* to "much better." An index of overall improvement 
was also determined by adding together therapist ratings of change 
on three scales (severity of problems, intensity of subjective 
distress, and adequacy of functioning in social, work, and academic 
roles). On the basis of these data, the overall quality of
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therapeutic alliance was found to be positively correlated with 
therapy outcome.
In summary, the research assessing the contribution of 
therapeutic alliance to successful therapy has generated several 
conclusions. The empirical psychotherapy research literature 
generally supports a relationship between therapeutic alliance and 
outcome, but the nature of the relationship has proven to be 
complex. One consistent finding in the literature is that 
therapeutic alliance is established early in therapy, usually by the 
third session, and is relatively consistent thereafter (Eaton et al., 
1988; Luborsky, 1976; Marziali et al., 1981). Moreover, although 
the patient contribution to the alliance has been found to be a 
reliable predictor of outcome (Marziali et al.), the research 
examining therapist contribution is equivocal. One consistent 
finding reported indicates that patient trust and acceptance of the 
therapist, along with a willingness to positively engage in the 
therapeutic process are strong predictors of treatment outcome 
(Gomes-Schwartz, 1978; Moras & Strupp, 1982).
This overview of the literature highlights the promise that the 
concept of therapeutic alliance will aid in understanding the 
process of psychotherapy. From a theoretical perspective, interest 
in the importance of the client-therapist relationship is not a 
recent phenomenon. There has been a long-standing theoretical 
concern with the therapeutic alliance in client-centered (Truax et 
al., 1966) and psychodynamic treatments (Greenson, 1965). Other 
psychotherapy approaches that have traditionally regarded the
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treatment relationship as largely unimportant have begun to pay 
increasing attention to the therapist-client relationship in the last 
decade, as well. For example, Rush (1985) addressed the question 
of the therapist-patient relationship in cognitive therapy, while 
Wilson (1981) has done the same for behavioral therapy. Although 
these authors point to the importance of the therapist-client 
relationship as a strategy for managing the patient who is initially 
difficult to engage in treatment or who is uncooperative with 
technical procedures (i.e., homework assignments), their focus on 
the alliance suggests that relationship factors in therapy are 
becoming increasingly important in all forms of therapy.
Given the importance of therapeutic alliance, further study to 
determine the variables that contribute to a positive therapeutic 
alliance is needed. One such variable could be therapist-client 
value similarity. The intent of the present study was to add to the 
understanding of the relationship between therapist-client value 
similarity and the quality of the therapeutic alliance. An in depth 
discussion of the present study will be presented next.
Statement of the Problem
As highlighted above, it is has been shown that a positive 
therapeutic relationship between a therapist-client dyad may 
contribute to a salubrious therapeutic outcome. Because the 
therapeutic relationship is considered by many to be a crucial 
component in psychotherapy, it would seem to be particularly 
important to examine and evaluate those specific factors that may 
contribute to its formation. Therapeutic alliance appears to be a
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complex variable, especially when one considers all of the possible 
factors that might influence a client to invest, or not invest, in a 
collaborative relationship with a therapist. I<, as many 
researchers have suggested, value congruence influences 
psychotherapy outcome, it seems reasonable to hypothesize that at 
least one mechanism by which this occurs is through facilitating 
the formation of therapeutic alliance between a therapist and 
client. The present investigation focused on the hypothesis that 
congruence, with respect to mental health values, contributes to 
the formation of a positive therapeutic alliance. Although only a 
subset of the domain of all possible value dimensions, mental 
health values seem particularly likely to influence the development 
of therapeutic alliance. The previously described Mental Health 
Values Questionnaire (Tyler, 1983) was used to measure the 
subjects’ views on what constitutes mental health. Given that 
previous research suggests a complex relationship between value 
congruence and treatment outcome, with congruence on some 
variables and incongruence on others being associated with a 
positive treatment outcome, one mental health value was isolated 
for study in the present investigation, the value of achievement.
The achievement scale on the MHVQ measures the relationship 
an individual perceives between mental healih and education, level 
of success, activity level, intelligence, and determination. The 
scale measures whether a subject perceives such traits to be 
positively associated, negatively associated, or irrelevant to 
judging the qualities of one’s mental health. It seems plausible to
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hypothesize that individual beliefs regarding level of achievement 
may significantly determine one’s perceptions and judgments about 
the mental health of another. This scale was used because previous 
evidence has indicated that therapist-client pretreatment value 
congruence, with regard to achievement, was associated with 
positive treatment effects (Tyler et at., 1989). Recent research 
(Beutler & Bergan, 1991; Jensen & Bergin, 1988; Lafferty, Beutler,
& Crago, 1989; Spiegel, 1989) has further suggested that 
psychotherapists who value intellectual pursuits and achievement 
tond to have enhanced treatment outcomes, when compared to those 
who place relatively greater value on maintaining dependent social 
relationship structures. In addition, the most consistent evidence 
available about therapist-client value similarity suggests that 
treatment outcome is enhanced when the client and therapist are 
similar with respect to the relative value placed on such concepts 
as wisdom, honesty, and the pursuit of intellectual goals and 
knowledge (Arizmendi, et a!., 1985; Arizmendi, et a!., 1983; Beutler 
et al., 1986; Beutler et al., 1974).
Cultural differences have also been found in regard to the value 
of achievement (Tyler & Suan, 1989; Suan & Tyler, 1990). These 
findings suggest that achievement might be a salient value with 
respect to the formation of therapeutic alliance for culturally 
diverse populations. Achievement is also an interesting value to 
study because there may be differences found among therapists 
with varying theoretical orientations with regard to this value. 
Humanistic therapists, for example, may differ from other
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therapists with regard to the amount of value they place on 
achievement. As Haugen et al. (1991) reported, mental health 
professionals from different backgrounds (e.g., psychologists, 
psychiatrists, social workers, etc.) differ with respect to their 
views on what constitutes mental health.
The present study attempted to determine whether therapist- 
subject congruence on the value of achievement affects some of 
the variables shown (Gomes-Schwartz, 1978; Moras & Strupp,
1982) to contribute to positive therapeutic alliance, such as: (1) 
subjects’ perceptions of the therapist as positive or negative, and 
(2) subjects’ willingness to disclose sensitive information to the 
therapist. Within the context of the present study, subjects’ 
perceptions of a videotaped therapist and their degree of 
willingness to disclose sensitive information to that therapist was 
studied as a function of counselor-subject value congruence on the 
achievement dimension of the MHVQ. By utilizing an analogue 
design, a relatively large degree of control was possible while 
simultaneously reducing some of the effects caused by extraneous 





Over 1000 students enrolled in undergraduate introductory 
psychology classes at the University of North Dakota were screened 
to identify high and low scorers on the achievement scale of the 
Mental Health Values Questionnaire (MHVQ) during the 1991 Winter, 
and 1992 Spring semesters. As described in the previous chapter, 
this questionnaire provides a measure of an individual’s conception 
of those traits or characteristics that are indicative of good 
mental health. The achievement scale on the MHVQ measures the 
degree to which individuals associate good mental health with high 
levels of professional success, education, physical activity, 
determination, and intelligence.
Approximately 150 of the students screened scored in the 
highest and lowest 20% range on the achievement scale of the 
MHVQ. Of these students, 111 agreed to participate in the study, 
for a total of 52 male and 59 female subjects. Those who scored in 
the highest 20% were classified as the high achievement group 
(SubHi) since their scores indicated a relatively strong tendency to 
perceive achievement as a good indicator of positive mental health. 
Conversely, those who scored in the lowest 20% were identified as 
low achievement group (SubLo) since their scores indicated a
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relatively strong tendency to perceive achievement as a poor the 
indicator of good mental health. Subjects were assigned to one of 
four experimental conditions as follows: SubHi-TherHi (female 15, 
male 12), SubLo-TherLo (female 16, male 14), SubHi-TherLo 
(female 14, male 14), SubLo-TherHi (female 14, male 12).
Subjects in each of these two groups were randomly assigned to 
one of two therapist conditions. Subjects in each therapist 
condition viewed one of two videotaped monologue sessions in 
which a female therapist described the profession of clinical 
psychology, her educational background, and her personal approach 
to therapy. The two versions differed only with respect to the 
therapist’s explanation of what it means to be mentally healthy 
(Appendix A). In the high-achievement version, the therapist 
indicated that, in her view, it is necessary for an individual to 
pursue intellectual and career goals in order to be mentally healthy 
(TherHi). While in the low-achievement condition, the therapist 
expressed the belief that it is not mandatory to value achievement 
to be mentally healthy (TherLo).
The present study utilized a 2X2 factorial design (subject 
conditions X therapist conditions). The assignment of subjects to 
the subject conditions was based on their scores on the 
achievement scale of the MHVQ, while the assignment to the 
therapist conditions was completed in a random fashion. The 
subject conditions and the therapist conditions served as the two 
independent variables examined in the study.
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Each subject signed a consent form (Appendix B) before viewing 
one of the two videotaped interviews and completing the three 
questionnaires. The questionnaires were designed to assess the 
effect that therapist-subject value congruity had on subjects’ 
willingness to enter into a therapeutic relationship. At the time 
they received the questionnaires, subjects were also told that they 
would be asked to schedule a live 45-minute interview with the 
therapist they viewed on videotape.
The Background Information Questionnaire (Appendix C) obtained 
general demographic information, such as subject’s sex, major, 
religious orientation, parents’ educational background, and the 
population of their town or city of origin. Subjects also reported 
whether they, or any family members, had ever received care from 
a mental health professional.
The Therapist Rating Questionnaire (Appendix D) required 
subjects to rate several characteristics of the videotaped 
therapist on a seven-point scale. This questionnaire was designed 
to measure subjects’ perceptions of the videotaped therapist’s 
level of attractiveness, trustworthiness, and expertise, as well as 
other interpersonal qualities.
The Personal Problems Questionnaire (Appendix E) consisted of 
five sections, as follows: 1) Chosen Problem section, 2) 
Willing.ness-to-Discuss section, 3) Problem Background Description 
section, 4) Rated Severity of Chosen Problem section, and 5) 
Appointment Time Preference section. Each section inquired about
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the subjects’ willingness to enter into a therapeutic relationship 
with the videotaped therapist. The Chosen Problem section asked 
that subjects choose from a list of problems, one problem they 
would be willing to discuss with the videotaped therapist. The 
problems on the list were independently rated by two clinical 
psychology graduate students to provide a measure of the relative 
severity of each problem.
The Willingness-to-Disuss section requested that the subjects 
rate on a five-point scale their willingness to discuss each of the 
listed problems with the videotaped therapist. Each of the 
subjects’ ratings from the problem list were summed across 
problems into one composite score, which was classified as the 
Willingness-to-Discuss score. The Willingness-to-Discuss score 
was designed to measure each subject’s overall willingness to 
discuss personal problems with the therapist. The twelve 
problems in this section were then assigned to one of two problem 
sets by two blind independent raters, both of whom were fifth year 
graduate students. The raters were instructed to assign each of 
the twelve problems into one group based on the relevancy of the 
problem to college students. Ratings for the two problem sets, 
college-related and noncollege-related problems, were then 
compared for value-congruent and value-incongruent subjects.
The third section, the Problem Background Description section, 
asked that subjects write a description of the background of the 
problem they were willing to discuss with the videotaped 
therapist. Subjects were instructed that a written explanation of
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their chosen problem was necessary for the videotaped therapist to 
have an understanding of the nature of their problem before the 
scheduled interview. This portion of the questionnaire was 
designed to provide a behavioral measure of the subject’s actual 
willingness to disclose personal information to the therapist. 
Raters assigned a maximum of four points to the written 
information based on the subjects’ level of disclosure in describing 
their personal background information. One point was assigned for 
each of the following criteria if mentioned by the subject in the 
written background description: (a) a discussion of any distress 
resulting from the problem, (b) a brief description of the 
development of the problem, (c) a reference to disruptions in daily 
living caused by the problem, and finally (d) a reference to any 
attempts made to resolve the problem. Based on these criteria, 
each subject was assigned a composite background description 
score. The Rated Severity of Chosen Problem section assessed the 
subjects’ perceptions regarding the difficulty involved in 
discussing the selected problem with the videotaped therapist. 
Subjects were asked to rate on a seven-point scale the difficulty 
they would anticipate in disclosing information about the problem 
they had chosen to share with the therapist. Finally, in the 
Appointment Time Preference section, the subjects were asked to 
indicate how soon they were willing to meet with the therapist to 




The 111 subjects were contacted by telephone and scheduled for 
a data-coilection session that required approximately one hour of 
their time. The subjects were given extra credit in their 
respective introductory psychology courses in return for their 
participation. Subjects were seated in a classroom where the 
researcher distributed the questionnaires. All subjects signed the 
consent form (see Appendix B) prior to viewing the videotaped 
interview with the therapist and completing the questionnaires. 
Subjects then viewed a videotaped interview of a therapist that 
lasted approximately 10 minutes. After viewing one of the 
videotaped interviews, the subjects completed the questionnaires 
described above.
When the subjects completed the questionnaires, the researcher 
explained the actual nature of the study. They were informed that 
the person on the videotape was not an actual therapist, and that 
they would not be seeing this person to discuss personal matters. 
The researcher informed the subjects that deception was necessary 
to obtain true responses regarding their willingness to discuss 
personal matters with the therapist. Before leaving, the subjects 
were given a handout with the names and numbers of clinics 
offering psychological services in order to aid subjects in finding 
professional services should they be interested.
Jdyefiibfises
The present literature review suggests that initial therapist- 
client value similarity was related to higher client ratings of
therapist characteristics, such as attractiveness, trustworthiness, 
expertise, comfortableness, and open-mindedness. The literature 
review also indicated that subjects who were matched similarly to 
their therapist on value dimensions were more willing to disclose 
personal information when compared to subjects who were not 
similarly matched with their therapist.
The present study examined whether therapist-subject 
congruence on the value of achievement affects subjects’ 
perceptions of the videotaped therapist, and subjects’ willingness 
to disclose sensitive information to the therapist. It was 
hypothesized that value-congruent subjects would rate the 
videotaped therapist higher on several characteristics, and that 






Fifty-four high-achievement (SubHi) and 57 low-achievement 
(SubLo) subjects participated in the present study. A series of 2 
(subject condition) X 2 (therapist condition) analyses of variance 
were conducted for variables on the Background Information 
Questionnaire which yielded no significant differences between 
these groups. Table 1 presents frequencies and percentages for the 
subjects’ responses to the Background Information Questionnaire. 
Table 2 presents frequencies and percentages for the subjects’ 
responses to the Background Information Questionnaire separately 
for subjects in the SubHi and SubLo groups.
TABLE 1















36-40 0 5 04%
41-45 02 02%
Size of Hometown
<1000 2 3 21%
<10,000 33 29%
<100,000 4 8 44%
<500,000 03 02%
<1 Million 02 02%
>1 Million 02 02%
Mother’s Education
Eiementary/Secondary School 51 46%
College (Undergraduate Level) 51 46%
Graduate/Professional School 09 08%
Father’s Education
Eiementary/Secondary School 53 47%
College (Undergraduate Level) 4 3 39%
Graduate/Professional School) 15 14%
Received Mental Health Care
Self 31 28%
Family Member 3 5 32%
Religious Orientation








Frequencies and Percentages for SubHi and SubLo Subject Groups 
From Background Information Questionnaire
Qrqyp-
SubHi Group SubLo
Freauencv % Frequencv %
N 54 49% 57 51%
Sex
Male 24 22% 28 25%
Female 30 27% 29 26%
Age
18-20 29 26% 31 28%
21-25 16 14% 1 9 17%
26-30 03 03% 02 02%
31-35 04 04% 00 00%
36-40 01 01% 04 04%
41-45 01 01% 01 01%
Size of Hometown
<1000 08 07% 1 5 14%
<10,000 20 18% 1 3 12%
<100,000 22 20% 26 24%
<500,000 02 02% 01 01%
<1 Million 01 01% 01 01%
>1 Million 01 01% 01 01%
Mother’s Education
Secondary 23 21% 28 25%
College 24 22% 27 24%
Graduate 07 06% 02 02%
Father’s Education
Secondary 26 23% 27 25%
College 21 19% 22 20%
Graduate 07 06% 08 07%
Received Mental Health Care
Self 15 14% 16 14%




Freauencv % Freauencv %
Religiosity
1 03 03% 03 03%
2 22 20% 1 8 16%
3 20 18% 05 05%
4 06 05% 05 05%
5 03 03% 05 05%
Evang. 04 04% 03 03%
Therapist Rating Questionnaire Resuits
Means and standard deviations for the variables on the Therapist 
Rating Questionnaire are presented in Table 3 separately for SubHi 
and SubLo subject groups in both therapist conditions. Items were 
reverse scored where necessary to maintain consistency in 
subjects’ rating of the videotaped therapist from 1 (positive) to 7 
(negative). A 2 X 2 between-subjects multivariate analysis of 
variance (MANOVA) was performed with the twelve therapist 
dimensions
making up the dependent measures. Independent variables were the 
therapist conditions (TherHi and TherLo) and subject conditions 
(SubHi and SubLo). MANOVA results revealed no significant 
findings for either the subject condition X therapist condition 




Means and Standard Deviations of Therapist Rating Questionnaire 




Dimension Mean SD Mean SD
Likeable
SubHi 2.67 1.21 2.89 1.37
SubLo 2.64 1.16 2.87 1.31
Confident *
SubHi 3.33 1.30 3.19 1.55
SubLo 3.89 0.83 3.83 0.87
Insightful
SubHi 2.70 1.17 3.04 1.43
SubLo 2.75 1.11 3.00 1.17
Interesting
SubHi 4.15 1.29 3.73 1.66
SubLo 4.39 1.13 3.90 1.47
Attractive
SubHi 3.37 0.74 3.65 0.75
SubLo 3.64 0.56 3.60 0.68
T rustworthy
SubHi 3.37 1.12 3.58 1.45
SubLo 3.57 0.79 3.60 0.81
Sympathetic
SubHi 3.26 1.29 3.35 1.59
SubLo 3.18 1.22 3.60 1.28
Understanding
SubHi 3.67 1.00 3.39 1.42
SubLo 3.61 1.17 3.27 1.26
Effective *
SubHi 3.56 1.19 3.19 1.47
SubLo 3.64 0.87 3.07 1.31
Open-Minded
SubHi 3.29 1.68 3.15 1.57
SubLo 3.00 1.33 3.23 1.31
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TABLE 3 - Continued
Comfortable **
SubHi 3.67 1.52 3.12 1.66
SubLo 2.82 1.31 3.43 1.38
Unbiased
SubHi 4.74 1.29 3.12 1.18
SubLo 3.18 1.44 4.93 1.36
* Significant Main Effect 
Significant Interaction
Since the Therapist Rating Questionnaire was an experimental 
instrument designed specifically for this study, despite the 
nonsignificant MANQVA result, the dimensions of this 
questionnaire were also examined using a series of twelve 2 X 2  
analyses of variance (ANOVA). Post hoc analyses, when required, 
utilized Fisher’s LSD (Meyers, 1979) procedures with alpha set 
equal to .05. No significant main effects or interactions were 
found on the analyses of nine of the twelve therapist dimensions. 
However, on the analysis of the confident-unsure variable a 
significant subject main effect was found F (1,107) = 7.364, p. < 
.05. This effect indicated that subjects who perceived 
achievement to be a poor indicator of mental health rated the 
videotaped therapist’s confidence level higher (SubLo Mean= 3.9) 
when compared to subjects who perceived achievement as a good 
indicator of mental health (SubHi Mean -  3.3).
Analysis of the effective-ineffective dimension on the 
Therapist Rating Questionnaire revealed a significant therapist 
main effect E (1,107) = 4.058, a < .05. Subjects in the high-
achievement therapist conditions (TherHi Mean = 3.6) rated the 
videotaped therapist higher on the effective-ineffective dimension, 
when compared to subjects in the low-achievement therapist 
conditions (TherLo Mean = 3.1).
The analysis of the comfortable-uncomfortable dimension 
revealed a significant interaction of subject condition X therapist 
condition F (1,107) = 4.352, & < .05. A subsequent analysis of this 
interaction revealed that subjects in the TherLo-SubLo condition 
(3.43) rated the videotaped therapist significantly higher on the 
comfortable-uncomfortable dimension than did subjects in the 
TherHi-SubLo condition (2.82). Subjects in the TherHi-SubHi 
condition (3.67) rated the videotaped therapist significatnly higher 
than subjects in the TherLo-SubLo (3.12) condition. Also, subjects 
in the TherHi-SubLo (2.82) condition rated the therapist 
significantly higher than those subjects in the TherHi-SubHi (3.67) 
condition. Subjects in the value-congruent conditions, then, rated 
the videotaped therapist higher on the comfortable-uncomfortable 
dimension, than did subjects in the value-incongruent conditions. 
Thus, subjects perceived the videotaped therapist as more 
comfortable to be with when their attitude about the relevance of 
achievement to mental health matched, as compared to the 
subjects whose values did not match the videotaped therapist.
This effect is illustrated in Figure 1.
P.ei£anjj_PrQ]3ĵ ni  .jQu,e.sliflaDai£fi-Besylts
For each of the five sections of the Personal Problem 




^ean Therapist Rating Questionnaire Scores on 
Comfortable-Uncomfortable Dimension for SubHi and 
SubLo Subject Groups in Both Therapist Conditions
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TABLE 4
Means and Standard Deviations of Personal Problem Questionnaire 
































SubHi 2.54 1.8 2.43 1.90
SubLo 2.18 1.2 1.96 1.20
*
* ■*
Significant Main Effect 
Significant Interaction
subjects in each of the four experimental conditions. In the .Ghosgr. 
Problem section of this questionnaire, subjects were asked to 
choose one problem they would be willing to discuss with the 
videotaped therapist. A 2 X 2 ANOVA was conducted with the 
previously, independently-rated severity level of the subject’s 
selected problem serving as the dependent measure. No significant 
main or interaction effects were found from this analysis. That is, 
subjects in the value-congruent groups did not select problems 
that were rated as more severe than those selected by value- 
incongruent subjects.
The Willingness-to-Discuss section of the Personal Problem 
Questionnaire consisted of a list of 12 problems. Subjects were 
asked to rate their willingness to discuss each of the listed 
problems with the videotaped therapist. Each of the subjects’ 
ratings from the problem list were summed across problems into 
one composite score, which was classified as the Willingness-to- 
Discuss score. A 2 X 2 ANOVA was conducted on the summed 
Willingness-to-Discuss scores. No significant main effects were 
found; however, analysis of the composite Willingness-to-Discuss 
scores revealed a significant interaction of subject condition X 
therapist condition F (1,107) = 5.117, p.= < .05. A subsequent 
analysis of this interaction revealed that subjects in the The-Lc- 
SubLo (48.9) condition were significantly more willing to discuss 
personal problems than were subjects in the TherHi-SubLo (41.5) 
condition. Also, subjects in the TherL o-SubLo (40.9) condition 
were found to be significantly more wiiling to discuss personal
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problems than were subjects in the TherLo-SubHi (41.1). Thus, 
low-achievement subjects who agreed with their videotaped 
therapist’s value of achievement were more willing to discuss 
persona! problems, than subjects who differed from the vidotaped 
therapist with regard to the value of achievement. This effect is 
illustrated in Figure 2.
A 2 X 2 MANOVA was performed with the twelve problems on 
this list serving as the dependent measures; independent variables 
were the therapist conditions (TherHi and TherLo) and subject 
conditions (SubHi and SubLo). MANOVA results revealed no 
significant findings for neither the subject condition X therapist 
condition interaction effect, nor the subject or therapist main 
effects. Because this questionnaire was designed specifically for 
this study, and therefore is experimental, a series of twelve 2 X 2  
ANOVAs were also conducted to examine subjects’ willingness to 
discuss each problem separately. Means and standard deviations 
for the tweive problems on the Willingness-to-Discuss section of 
the Personal Problem Questionnaire are presented in Table 5 
separately for SubHi and SubLo subject groups in both therapist 
conditions. Significant differences were found between the groups 
on four of the twelve problems from the probiem list.
Analysis of the second problem on the list, trouble studying, 
revealed a significant interaction of subject condition X therapist 
condition F (1,107) = 9.11, p. < .05. Subsequent analysis of this 
interaction revealed that subjects in the TherLo-SubLo (4.8) 





















Mean Composite Willingness~To~Discuss Scores 
for SubHi and SubLo Subject Groups 
in Both Therapist Conditions








Means and Standard Deviations for Willingness to Discuss Section 
of the Personal Problem Questionnaire for SubHi and SubLo Subject 








SubHi 4.26 1.09 4.36 1.13
SubLo 4.31 1.46 4.73 0.64
Trouble studying**
SubHi 4.44 0.64 4.18 1.12
SubLo 3.92 1.41 4.77 0.43
Test anxiety**
SubHi 4.29 0.91 3.96 1.20
SubLo 3.85 1.41 4.63 0.61
Disagreements with parents**
SubHi 3.63 1.28 3.14 1.65
SubLo 3.50 1.42 4.13 1.25
Trouble with boss and/or coworkers
SubHi 2.93 1.44 3.21 1.62
SubLo 3.00 1.52 3.57 1.45
Problems with spouse and/or children
SubHi 2.70 1.56 2.57 1.67
SubLo 2.62 1.68 3.40 1.57
Difficulty dealing with feelings toward others
SubHi 3.85 1.17 3.54 1.37
SubLo 3.85 1.38 4.03 1.35
Depression or extreme sadness
SubHi 3.44 1.31 3.04 1.55
SubLo 3.23 1.66 3.87 1.36
Social anxiety
SubHi 3.70 1.10 3.86 1.35
SubLo 3.58 1.42 4.27 0.87
Concern about alcohol/drug use
SubHi 3.48 1.34 3.39 1.66
SubLo 3.27 1.56 3.83 1.42
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Worries about sexual matters
SubHi 3.00 1.27 3.07 1.59
SubLo 2.77 1.68 3.77 1.43
Concerns
SubHi
about your emotional state** 
3.70 1.32 3.36 1.42
SubLo 3.35 1.57 4.10 1.35
* Significant Main Effect 
Significant Interaction
studying, than were subjects in the TherHi-SubLo (3.9) condition. 
Thus, subjects in the low-achievement, value-congruent condition 
were more willing to discuss their difficulties with studying with 
the videotaped therapist, than were subjects in the low- 
achievement, value-incongruent condition. This effect is 
illustrated in Figure 3.
A significant interaction was also found for the problem of test 
anxiety F (1,107) = 7.67, £ < .05. Subsequent analysis of this 
interaction revealed that subjects in the TherLo-SubLo (4.6) 
condition rated their willingness to discuss test anxiety with the 
videotaped therapist significantly higher than did subjects in the 
TherLo-SubHi (3.8) and TherHi-SubLo (3.9) conditions. Thus, low- 
achievement, value-congruent subjects were more willing to 
discuss test anxiety than were value-incongruent subjects in 
either therapist condition. This effect is illustrated in Figure 4.
The analysis of the fourth problem, disagreements with parents, 























Mean "Trouble Studying" Problem Scores 






















Mean "Test Anxiety" Problem Scores 
for SubHi and SubLo Subject Groups 






condition F (1,107) =4.39, p_ < .05. Subsequent analysis of this 
interaction revealed that subjects in the TherLo-SubLo (4.1) 
condition were significantly more willing to discuss their 
arguments with parents with the videotaped therapist, than were 
TherLo-SubHi (3.0) subjects. Thus, low-achievement, value- 
congruent subjects were found to rate their willingness to discuss 
their arguments with parents higher than were low-achievement, 
value-incongruent subjects. This effect is illustrated in Figure 5.
Finally, a subject condition X therapist condition interaction F_ 
(1,107) = 4.18, p. < .05 effect was also found on the twelfth 
problem, concerns about your emotional state. Subsequent analysis 
of this interaction reveals that subjects in the TherLo-SubLo (4.1) 
condition were significantly more willing to discuss their concerns 
about their emotional state than were subjects in the TherLo-SubHi 
(3.3) or TherHi-SubLo (3.3) conditions. This interaction indicated 
that low-achievement, value-congruent subjects were more willing 
to discuss their concerns about their emotional state, than were 
subjects in the value-incongruent conditions. This effect is 
illustrated in Figure 6.
Examination of this data revealed that the subjects appeared 
more willing to discuss problems that may be more relevant to 
college students (i.e., test anxiety, difficulty studying, arguments 
with parents). In order to further evaluate this apparent trend, two 
fifth-year clinical psychology graduate students who were blind to 
this observed data trend and were uniformed about the purpose of 





























Mean "Disagreements with Parents" Problem Scores 
for SubHi and SubLo Subject Groups 





Mean "Concerns M&out Your Emotional State" 
Problem Scores for SubHi and SubLo Subject Groups




3 _ i_________________________ I-----
T h e rH i T h e rL o
T h e ra p is t  C o n d it io n s
into two problem sets, those problems that were more relevant to 
college students, and those problems that were less relevant to 
college students. Results of these assignments were identical for 
both raters with the problems "choosing a major/career,"
"difficulty studying," "test anxiety," “arguments with parents," 
"social anxiety," and "concern about alcohol/drug use" falling into 
the coliege-relevant group and "trouble with boss and/or 
coworkers," "problems with spouse and/or children," "difficulty 
dealing with feelings toward others," "depression," "worries about 
sexual matters," and "concerns about emotional state" falling into 
the less-relevant group.
Next, subjects’ ratings of their willingness to discuss each of 
the problems in these two problem sets were summed and a 2 X 2 
ANOVA was conducted for each. Means and standard deviations for 
the high- and low-college relevant problem sets are presented in 
Table 6 separately for SubHi and SubLo subject groups in both 
therapist conditions. No significant main effects were found for 
either the high- or low-college relevant problems scores. Further, 
the interaction for the low-college relevant problem scores was 
insignificant £  (1,107) = 2.83, p. < .05. However, analysis of the 
high-college relevant scores revealed a significant interaction of 
subject condition X therapist condition F (1,107) = 5.64, p. < .05. 
Subsequent analysis of this interaction revealed that subjects in 
the TherLo-SubLo (30.2) condition were significantly more willing 
to discuss personal problems that were rated as more relevant to 
college students, than were subjects in the TherLo-SubHi (26.0) or
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TABLE 6
Means and Standard Deviations for High- and Low-Coilege Relevant 
Problem Set Scores on the Willingness to Discuss Section of the 
Personal Problem Questionnaire for SubHi and SubLo Subject Groups




Groups Mean__________ 3J0____________ Mean__________ 3D
High-College Relevant Problem Set (#1, 2, 3, 4, 9, 10)**
SubHi 27.26 5.40 25.65 8.25
SubLo 25.93 7.37 30.23 4.75
Low-College Relevant Problem Set (#5, 6, 7, 8, 11, 12)
SubHi 16.19 4.76 15.57 5.78
SubLo 15.75 6.69 18.87 5.86
* Significant Main Effect
** Significant Interaction
TherHi-SubLo (30.2) conditions. This result reveals that low- 
achievement, value-congruent subjects were more willing to 
discuss personal problems that were rated as more relevant to 
college students than were value-incongruent subjects in either 
therapist condition. This effect is illustrated in Figure 7.
The Problem Background Description section of the ’ ’ersonal 
Problem Questionnaire was analyzed by having independent raters
assign points to the subject’s written description of the problem 
they chose to discuss with the videotaped therapist. Points were 
assigned using the criteria outlined in the Methods section. Inter­
rater reliability’s were determined for the independent ratings of 
the subject’s written background information, with a correlation 
between raters of .86. A 2 X 2 ANOVA was conducted using 
subjects composite background description score based on the 
raters assignment of points as the dependent measure. No 
significant main or interaction effects resulted from this analysis.
The Rated Severity of Chosen Problem section of the Personal 
Problem Questionnaire asked that subjects rate their perceptions 
regarding the difficulty involved in discussing their selected 
problem with the videotaped therapist on a seven-point scale. A 
correlation analysis was conducted with subjects’ subjective 
rating of their difficulty in discussing their chosen problem, and 
the objective-rater derived ratings of the level of difficulty in 
discussing the problems on the problem list, to assess the level of 
correspondence in perceived severity of personal problems. 
Spearman correlation coefficients were used because both are 
ordinal variables. The correlation between subjective- and 
objective-based ratings of the difficulty in discussing the chosen 
problem was .78.
In the Appointment Time Preference section of the Persona! 
Problem Questionnaire subjects were asked to indicate how soon 
they were willing to meet with the therapist to discuss their 























Mean Summed College-Related Scores 
for SubHi and SubLo Subject Groups 




T h e rH i T h e rL o
T h e ra p is t C o n d it io n s
follows: (a) one point was assigned if the subject indicated 
wanting to meet with the videotaped therapist as soon as possible, 
(b) two points were assigned if the subject indicated wanting to 
meet with the videotaped therapist within a week, (c) three points 
were assigned if the subject indicated wanting to meet with the 
videotaped therapist within a month, and (d) four points were 
assigned if subjects had no preference for a meeting time with the 
videotaped therapist. A 2 X 2 ANOVA was conducted in order to 
compare subjects who were therapist-congruent and subjects who 
were therapist-incongruent, with appointment time preference 
serving as the dependent measure. No significant main or 
interaction effects resulted from this analysis. Means and 
standard deviations are presented in Table 4 separately for SubHi 




The purpose of the present investigation was to add to our 
understanding of the relationship between therapist-client value 
similarity and the quality of the therapeutic alliance. The study 
examined whether therapist-subject congruence on the 
achievement dimension of the Mental Health Values Questionnaire 
was predictive of some of the variables shown (Gomes-Schwartz, 
1978; Moras & Strupp, 1982) to contribute to positive therapeutic 
alliance, such as (1) subjects’ perceptions of a prospective 
therapist, and (2) subjects’ willingness to disclose sensitive 
information to a prospective therapist. Each subject participated 
by responding to a Background Information Questionnaire, Therapist 
Rating Questionnaire, and Personal Problems Questionnaire.
Results were examined to determine whether significant 
differences existed among therapist-value congruent subjects and 
therapist-value incongruent subjects with respect to their rating 
of a videotaped therapist, and their willingness to disclose 
personal information to that therapist.
It was predicted that therapist-value congruent subjects would 
have more positive attitudes toward the videotaped therapist, and 
would also be more willing io discuss sensitive, personal issues 
with the videotaped therapist who had been depicted as having
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similar attitudes toward achievement and mental health. Results 
revealed mixed support for these predictions. Support was found 
for the willingness of low achievement, value-congruent subjects 
to disuss personal information with the videotaped therapist. 
However, minimal support was found for the prediction that value- 
congruent subjects would have more positive attitudes toward the 
videotaped therapist. Following is a detailed discussion of the 
results of the present study with particular attention focused on 
comparing and contrasting these to the results of similar studies 
outlined in the literature review. Discussion will then focus on the 
difficulties involved in research investigating the relationship 
between therapist-client value similarity and therapeutic alliance 
and suggestions to improve future research in this area.
As outlined above, it was predicted that significant differences 
would be found between therapist-value congruent subjects and 
therapist-value incongruent subjects with regard to their 
willingness to discuss personal matters with a videotaped 
therapist. Several significant differences were found between low 
achievement, value-congruent and value-incongruent subjects on 
the Willingness-to-Discuss section of the Personal Problem 
Questionnaire. Low-achievement, value-congruent subjects 
generated significantly higher composite Willingness-to-Discuss 
scores than did therapist-value incongruent subjects. Thus, 
analysis with a composite measure revealed that subjects with 
low values of achievement who were similar to the videotaped 
therapist were more willing to discuss their personal problems,
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than were subjects who had dissimilar values. Comparison of the 
separate individual problems on this section of the Personal 
Problem Questionnaire revealed significant therapist-subject 
interactions for four of the twelve problems listed. Low- 
achievement, value-congruent subjects were significantly more 
willing to discuss the problems of "difficulty studying’" "test 
anxiety," "arguments with parents," and "concerns about your 
emotional state." It is interesting to note that of the four 
significant interactions, all were in the expected direction. These 
results are consistent with Good & Good’s (1972) finding that 
attitude similarity was associated with willingness of subjects to 
openly discuss their psychological problems with a therapist. 
Several theorists have also suggested, as outlined in the 
theoretical literature, that therapist-client value similarity 
increases clients willingness to disclose personal information to 
therapists. For example, Fromm-Reichman (1949) and others 
(Ginsburg, 1950; Hobbs, 1962; Jessor, 1956) discussed the 
importance of matching the therapist and client on specific value 
dimensions in order to aid in the development of rapport which in 
turn would be expected to enhance a client’s ability to discuss 
personal problems.
Although significant interactions were found for four of the 
twelve problems on the Willingness to Discuss section of the 
Personal Problem Questionnaire, the failure to find significant 
interactions on the remaining eight problems was contrary to the 
expected outcome. Closer examination of these data yielded what
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seemed to be a possible explanation for the lack of expected 
significant findings. An examination of the four significant 
interactions revealed what seemed to be two distinct sets of 
problems, one set which appeared to be more relevant to college 
students and another which appeared to be less relevant to college 
students. In order to further evaluate this apparent trend, and to 
guard against the influence of an experimenter-biased post hoc 
conclusion, naive raters were asked to assign each of the twelve 
problems into one of two problem sets based on the relevancy of 
the problem to college students. After having independent raters 
assign each of the twelve problems to one of these two groups, 
analyses of variance were conducted. Significant differences were 
found between the low-achievement, value-congruent subjects and 
value-incongrent subjects for the set of six problems rated as 
most relevant to college students, but not for the other set of six 
problems. Thus, low-achievement subjects who had similar values 
as the videotaped therapist were more willing to discuss problems 
that were thought to be most relevant to college students, such as 
"choosing a major/career," "trouble studying," ’’test anxiety," 
"disagreements with parents,” "social anxiety,” and "concerns about 
alcohol/drug use." This subsequent set of analyses suggests that 
perhaps the reason more of the twelve problems were not 
significant was because several of the nonsignificant items were 
less relevant for college students, who comprised the sample used 
in this study.
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The finding that low-achievement, value-congruent subjects 
were more willing to discuss problems that were rated as more 
relevant to college students is consistent with Kelly’s (1990) 
suggestion that certain values are more important for specific 
types of problems that may be addressed in therapy. It seems 
plausible that the value of achievement would be particularly 
important to the psychotherapeutic process for college students 
who may have concerns related to intellectual pursuits, education, 
level of success, and determination, all factors measured on the 
achievement scale of the Mental Health Values Questionnaire. 
Results of the present study, then, suggest that it may be 
important to match therapists and clients along value dimensions 
that are meaningful to clients, and relevant to the concerns for 
which clients are seeking psychotherapy.
It is interesting to note the apparent trend in the data from the 
Personal Problem Questionnaire which highlights that the 
significant differences between the groups were found only with 
the low-achievement, value-congruent group. Perhaps subjects 
who valued achievement less were more likely to identify with the 
videotaped therapist who had similar values, than were the 
subjects who valued achievement more. Further research is 
necessary in order to make any definitive statements regarding 
this trend, however, as it has not been reported in any of the 
studies outlined in the literature review.
Although low-achievement, value-congruent subjects were 
found to be more willing to discuss personal matters with the
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videotaped therapist on the Willingness to Discuss section of the 
Personal Problem Questionnaire, no significant differences were 
found between the two subject groups on the other sections of this 
questionnaire. It is probable that value-congruent subjects were 
willing to discuss the personal problems listed on this section of 
the questionnaire, but were hesitant to disclose a written, detailed 
description of their personal problem before meeting with the 
videotaped therapist. In any event, further research is needed to 
assess the validity and reliability of the Personal Problem 
Questionnaire before any definitive statement can be made about 
the lack of findings in these subsequent sections.
It was also predicted that significant differences would be 
found between value-congruent and value-incongruent subjects 
with regard to their ratings of the videotaped therapist’s 
attractiveness, perceived effectiveness, and similar personal and 
professional characteristics. However, minimal support was found 
for these predictions. Statistical analyses revealed a therapist- 
subject interaction for only the comfortable-uncomfortable 
dimension on the Therapist Rating Questionnaire. Thus, therapist- 
value congruent subjects rated the videotaped therapist as more 
comfortable to be with, and therapist-value incongruent subjects 
rated the videotaped therapist as less comfortable to be with. This 
is consistent with Good & Good’s (1972) finding that subjects rated 
therapists as better at promoting feelings of ease when they were 
matched with their therapist on a particular value dimension.
Based on both sets of results, there appears to be fairly consistent
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evidence of a relationship between therapist-subject value 
similarity and subjects perceptions that their therapist is 
comfortable to be with, and puts them at ease.
However, failure to find significant interactions on the other 
eleven Therapist Rating Questionnaire dimensions was not 
consistent with the prediction that significant differences would 
be found between value-congruent subjects and value-incongruent 
subjects with regard to their rating of the therapist’s 
characteristics. Present results provided little evidence of a 
relationship between therapist-client value similarity and 
subjects’ positive ratings of the videotaped therapist’s personal 
and professional characteristics, a result which conflicts with 
several previous studies (Atkinson & Schein, 1986; Good, 1975; 
Good & Good, 1972; Hlasny & McCarry, 1980; ). in a recent review 
of the literature in this area, Atkinson & Schein reported that there 
is fairly consistent evidence of a relationship between therapist- 
client value similarity and perceived therapist expertise, 
trustworthiness, attractiveness, and comfortableness. Hlasny and 
McCarrey found that value-congruent subjects elicited higher 
ratings of therapist effectiveness, confidence and trustworthiness 
compared to subjects in low, or medium value similarity groups. 
The inconsistencies between Hlasny and McCarrey’s findings and 
those of the present study may be due to the different values on 
which the therapists and subjects were initially matched. Perhaps 
the mental health value of achievement was less relevant to 
subjects’ ratings of therapist characteristics than ŵ ere the values
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of the Rokeach Value Survey, used in Hlasny and McCarrey’s study. 
Hlasny and McCarrey’s study also differed from the present study 
with regard to a major research design feature. These researchers 
provided their subjects with a written profile of the subjects 
expressed values next to values ascribed to the therapist. This 
may have highlighted for their subjects the specific therapist- 
subject value similarities, or differences, which the present study 
failed to accomplish. The fact that the videotaped therapist’s 
qualities were not rated significantly higher by value-congruent 
subjects in the present study suggests that more research needs to 
be conducted before definitive statements can be made about the 
consistency of the evidence that therapist-subject similarity is 
related to overall higher ratings of therapist characteristics.
Overall, the results generated from the present study seem 
particularly relevant to understanding possible contributing 
factors in the formation of a positive therapeutic alliance between 
a therapist and ciient. Therapeutic alliance has been 
conceptualized as the emotional bond and mutual involvement 
between a therapist and ciient which contribute to a successful 
therapeutic outcome (Greenson, 1965; Zetzei, 1956). It may take 
several psychotherapy sessions for an emotional bond to develop 
between a therapist and client; however, the mutual involvement 
between a therapist and client can develop in the early stages of 
therapy, especially if a client feels comfortable with the therapist 
and is willing to discuss his or her personal problems with the 
therapist. A client’s level of comfort with his or her therapist, and
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willingness to discuss issues early on in the therapeutic process 
may act as a catalyst in the development of an emotional bond, 
which is thought necessary to obtain positive treatment outcomes.
However, based on the modest results of the present study, 
future research investigating the relationship between therapist- 
client value similarity and the quality of therapeutic alliance is 
required before any definitive statements can be made about how 
to best enhance the therapeutic relationship. As discussed earlier, 
the concept of therapeutic alliance has received considerable 
attention in recent years, and a growing body of evidence indicates 
that the quality of therapeutic alliance is predictive of therapeutic 
outcome (Eaton, Abies, & Gutfreund, 1988; Gomes-Schwartz, 1978; 
Moras & Strupp, 1982). There is also significant evidence which 
indicates that values impact the therapeutic process and outcome 
(Arizmendi et al., 1985; Beutler, Pollack & Jobe, 1978). Because 
the therapeutic relationship is considered by many to be a crucial 
component in psychotherapy, it would seem particularly important 
to continue to examine and evaluate those values that may 
contribute to the formation of positive therapeutic alliance. 
However, research in this area is replete with methodological and 
ethical considerations. For example, results obtained from 
analogue designs may or may not generalize to the clinical 
situation.
The value of analogue research in psychotherapy has been a 
major source of controversy because of the difficulty with 
external validity, that is, the extent to which the results can be
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generalized to the clinical situation. Kazdin (1978) argued that 
analogue research is valuable, in that it allows analytic and well- 
controlled research to address specific questions that are often 
prohibitive or impractical to evaluate in clinical situations. An 
analogue design was implemented in the present study because a 
relatively large degree of control was possible while 
simultaneously reducing some of the effects caused by extraneous 
variables associated with applied settings such as, randomization 
of assignment to therapists, difficulty in controlling competing 
factors, difficulty in obtaining therapists who are willing to 
engage in treatment research, and ethical problems with control 
conditions. Further, using an analogue design allowed the isolation 
of one mental health value, achievement, to be studied. Given that 
previous research suggests a complex relationship between value 
congruence and therapeutic alliance, the ability to study one value 
at a time may add clarity to the literature in this area. However, 
because an analogue design was used in the present study, it is 
difficult to generalize these findings to clinicai situations. In 
future research, generalizability could be improved by 
implementing an analogue design that more closely approximates a 
real clinical setting. For example, college students or others who 
are expressing psychological distress could be used as research 
subjects.
Research in the area of therapist-client value similarity and the 
quality of therapeutic alliance is problematic for other reasons as 
well. Several investigators have discussed the difficulty in
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studying the relationship between values and therapy because of 
the problems inherent in value definition and measurement. A 
study performed by Arizmendi, Beutler, Shanfield, Crago & Hagaman 
(1985) suggested that all values are not equally important to the 
therapeutic process. Kelly (1990) highlighted, as London (1964) 
had previously, that perhaos certain values are important for 
specific types of problems that may be addressed in therapy, while 
others may be irrelevant to many therapeutic issues. Kelly 
proposed the development of a more therapy-relevant instrument 
comprised only of values that are typically important for therapy. 
The mental health values measured with the Mental Health Values 
Questionnaire seem to be a target for study, since these values are 
relevant to mental health issues and psychotherapy.
On a practical level, research advances in this area will likely 
be slow as the emotional bond and mutual involvement thought to 
be required for the formation of a positive therapeutic alliance is 
likely influenced by an entire mosaic of value dimensions. If this 
is true, modest findings would be expected when examining the 
impact of one isolated value on the relationship between therapist- 
client value similarity and therapeutic alliance. As a matter of 
fact, it would be surprising to find that one isolated value would 
impact therapeutic alliance to a great extent. However, if several 
studies examining different isolated values find modest 
relationships between therapist-client value similarity and 
therapeutic alliance, as was the case in the present study, the next 
step would be to assess these values together to ascertain if when
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combined these cumulative values produce a significant 
relationship between therapist-client value congruence and 
therapeutic alliance.
On a conceptual level, therapist-client value similarity may 
facilitate identification for the client and thereby enhance the 
therapeutic relationship. Beyond this enhancement to the 
therapeutic alliance, however, the differences rather than the 
similarities between therapists and clients may form the basis of 
the client’s motivation to change (Arizmendi et al., 1985; Beutler, 
1971). Future research in the area of pretreatment therapist- 
client values and therapeutic alliance may eventually ascertain 
which therapist-client values enhance the therapeutic alliance, and 
which therapist-client values provide a point for social contrast 
and a goal toward which clients strive to achieve. This 
information could then be used tc match clients with therapists to 
increase the likelihood of a productive psychotherapy relationship 










Thank you for agreeing tc participate in our psychotherapy 
research study. We are are investigating the process by which a 
psychotherapist and a client work together, to resolve the client’s 
problems. We are particularly interested in some of the factors 
that lead to therapy success. To help us study this process, you 
will be asked to participate in an interview with a psychotherapist. 
First, let me explain the purpose of our research project.
During the early stages of therapy, particularly the first one or 
two sessions, the therapist and client get acquainted with one 
another. The therapist learns about the concerns or problems that 
the client is seeking help for. The therapist also learns something 
about the client’s background, so that he or she can understand the 
causes of a client’s particular problem, and how he or she can be of 
help.
The client also spends the first few sessions learning about the 
therapist. The client may be interested in what kind of approach 
the therapist may take and may have questions about whether the 
therapist can help them. The client may also wonder whether or 
not they can trust the therapist. In the early sessions of therapy 
therefore, both the therapist and the client are busy learning about 
one another.
In our study we are primarily concerned with what happens 
between a therapist and client after these introductory matters 
have taken place. Rather than ask you to come in for several visits 
with a therapist in order to get acquainted, we plan to use this 
video tape to give you some basic information about your therapist, 
and her background, so that you will have some sense of being 
acquainted with her, before doing the actual interview.
We will also be asking you later in this session to provide some 
information which will be given to the therapist, so that she will 
know something about you before she sees you for the actual 
interview.
Please attend carefully to the interview of Dr. Jane Everett that 
we are going to show for you now.
interviewer: (Camera on both interviewer and Dr. Everett)
Dr. Everett has agreed to answer some questions, so that you 
will be acquainted with her background, and with her orientation as 
a therapist.
Interviewer:
Good afternoon Dr. Everett. First of all, can you tell us how long 
you have been practicing as a psychologist?
Dr. Everett:
Well, I obtained by doctorate in clinical psychology at the 
University of Kansas in 1980. I returned home to Grand Forks, ND in 
1982, and I have been working as a therapist in private practice 
since that time.
Since coming back to ND, I have had the opportunity to work 
with a varied population of clients. I’ve treated adolescents in 
crisis, dealt with couples in marriage counseling, and have worked 
with families in which children were affected by a negative home 
atmosphere. I do most of my work with clients in individual 
therapy. The personal problems which client seek help for vary 
greatly.
Interviewer:
Dr. Everett, most people are aware that clinical psychologists 
study the processes of the mind, and attempt to apply this 
knowledge toward helping people overcome problems in living.




Clinical psychologists are concerned with the scientific study 
of behavior and the mind. Our knowledge of human behavior 
consists of scientifically established facts and theories regarding 
behavior, and are not based simply on "common sense." As clinical 
psychologists, we attempt to apply scientific knowledge in helping 
people deal with psychological problems.
Interviewer:
So helping people with personal problems is one of the major 
goals of clinical psychology. Do psychologists have scientific 
evidence which would indicate that therapy is effective in helping 
people overcome personal problems.
Dr. Everett:
Yes. The majority of research shows that psychotherapy is 
effective in resolving people’s psychological problems. In therapy, 
the client and therapist work together to identify the factors and 
causes of the patient’s problems. As therapy continues, the 
therapist begins to better understand the nature of the client’s life 
situation. The greater the therapist’s understanding of the client’s 
difficulties, the more likely he or she will be able to help the 
client.
Interviewer:
I have a final question for you Dr. Everett. I understand that a 
number of factors are addressed in therapy. One factor that has 
received a lot of attention recently is the relatively recent 
emphasis on achievement and success in our country. Could you 
share your views about the role of achievement in mental health?
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Dr. Everett:
I find that overall a major indicator of positive mental health is 
one’s ability to set and achieve realistic goals. A high achiever is 
one who invests a great deal in their education and professional 
career. In order to achieve a great deal in life, an individual must 
be active and work hard.
Someone who is preoccupied with "having a good time" is 
demonstrating a lack of achievement. This can negatively affect 
one’s ability to achieve goals in life, and therefore negatively 
affect one’s mental health. Ideally, mentally healthy persons 
should possess a high degree of achievement. As a therapist, I 
work with my clients to develop a healthy degree of success and 
achievement in life.
Interviewer:
Dr. Everett, I’d like to thank you for speaking to us today.
Dr. Everett:





Thank you for agreeing to participate in our psychotherapy 
research study. We are are investigating the process by which a 
psychotherapist and a client work together, to resolve the client’s 
problems. We are particularly interested in some of the factors 
that lead to therapy success. To help us study this process, you 
will be asked to participate in an interview with a psychotherapist. 
First, let me explain the purpose of our research project.
During the early stages of therapy, particularly the first one or 
two sessions, the therapist and client get acquainted with one 
another. The therapist learns about the concerns or problems that 
the client is seeking help for. The therapist also learns something 
about the client’s background, so that he or she can understand the 
causes of a client’s particular problem, and how he or she can be of 
help.
The client also spends the first few sessions learning about the 
therapist. The client may be interested in what kind of approach 
the therapist may take and may have questions about whether the 
therapist can help them. The client may also wonder whether or 
not they can trust the therapist. In the early sessions of therapy 
therefore, both the therapist and the client are busy learning about 
one another.
In our study we are primarily concerned with what happens 
between a therapist and client after these introductory matters 
have taken place. Rather than ask you to come in for several visits 
with a therapist in order to get acquainted, we plan to use this 
video tape to give you some basic information about your therapist, 
and her background, so that you will have some sense of being 
acquainted with her, before doing the actual interview.
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We will also be asking you later in this session to provide some 
information which will be given to the therapist, so that she will 
know something about you before she sees you for the actual 
interview.
Please attend carefully to the interview of Dr. Jane Everett that 
we are going to show for you now.
Interviewer: (Camera on both interviewer and Dr. Everett)
Dr. Everett has agreed to answer some questions, so that you 
will be acquainted with her background, and with her orientation as 
a therapist.
Interviewer:
Good afternoon Dr. Everett. First of all, can you tell us how long 
you have been practicing as a psychologist?
Dr. Everett:
Well, I obtained by doctorate in clinical psychology at the 
University of Kansas in 1980. I returned home to Grand Forks, ND in 
1982, and I have been working as a therapist in private practice 
since that time.
Since coming back to ND, I have had the opportunity to work 
with a varied population of clients. I’ve treated adolescents in 
crisis, dealt with couples in marriage counseling, and have worked 
with families in which children were affected by a negative home 
atmosphere. I do most of my work with clients in individual 
therapy. The personal problems which client seek help for vary 
greatly.
Interviewer:
Dr. Everett, most people are aware that clinical psychologists 
study the processes of the mind, and attempt to apply this 
knowledge toward helping people overcome problems in living.
What can you tell us about the work of clinical psychologists?
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Dr. Everett:
Clinical psychologists are concerned with the scientific study 
of behavior and the mind. Our knowledge of human behavior 
consists of scientifically established facts and theories regarding 
behavior, and are not based simply on "common sense." As clinical 
psychologists, we attempt to apply scientific knowledge in helping 
people deal with psychological problems.
Interviewer:
So helping people with persona! problems is one of the major 
goals of clinical psychology. Do psychologists have scientific 
evidence which would indicate that therapy is effective in helping 
people overcome personal problems.
Dr. Everett:
Yes. The majority of research shows that psychotherapy is 
effective in resolving people’s psychological problems. In therapy, 
the client and therapist work together to identify the factors and 
causes of the patient’s problems. As therapy continues, the 
therapist begins to better understand the nature of the client’s life 
situation. The greater the therapist’s understanding of the client’s 
difficulties, the more likely he or she will be able to help the 
client.
Interviewer:
I have a final question for you Dr. Everett. I understand that a 
number of factors are addressed in therapy. One that has received 
a lot of attention recently is the relatively recent emphasis on 
achievement and success in our country. Could you share your 
views about the role of achievement in mental health?
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Dr. Everett:
Many people equate achievement with positive mental health. I 
disagree with this concept. I believe that there is a great deal 
more to life than attaining an education and professional career. I 
feel that the hallmark of positive mental health is the ability to 
relax and enjoy life.
Someone who is preoccupied with achievement and success 
often misses what is really important in life. This can negatively 
affect one’s mental health. Ideally, mentally healthy persons 
should possess the ability to "have a good time." As a therapist, I 
work with my clients to develop an ability to relax and enjoy life.
Interviewer:
Dr. Everett, I’d like to thank you for speaking to us today.
Dr. Everett:




You are invited to participate ir. a study examining specific 
factors which may iead to a positive, successful outcome of 
therapy. The present study is being conducted by Marianne 
Schumacher, a graduate student from the University of North 
Dakota Psychology Department.
You will be asked to view a videotape of a psychotherapist who 
describes her educational background and her personal approach to 
conducting therapy. After you have viewed the videotape, you will 
complete a series of questionnaires. These questionnaires will 
assess your perceptions of the videotaped psychotherapist. You 
will; be asked to rate your impressions of this therapist on various 
personal characteristics. Additionally, you will be asked to rate a 
list of.:personal problems, to indicate the degree to which you 
would want to discuss these problems with the videotaped 
therapist. Finally, you will be given the opportunity to select a 
topic to discuss with this therapist during a live ‘45-minute 
interview.
All information gathered during this study will be kept strictly 
confidential and no individual results will be released. In return 
fpr your participation, you will: be given class credit. You are not 
required to enter into this research project. Your decision whether 
or not to participate will not prejudice your further relations with 
the University of North Dakota or the Psychology Department. If 
you decide to participate, you are free to discontinue at any time.
If you have any questions regarding this study, please contact 
Marianne Schumacher at #777-3017.






SEX: Male _____  Female
A G E : __________
MAJOR: ________________









How many years of education did your mother complete? 
(circle number)
Elementary/Secondary school: 1 2 3 4 5 6 7 8 9 1 0 1 1  12 
College (undergraduate level): 12  3 4 
Graduate/Professional school: 1 2 3 4 5
How many years of education did your father complete? 
(circle number)
Elementary/secondary school: 1 2 3 4 5 6 7 8 9 1 0 1 1  12 
College (undergraduate level): 12  3 4 
Graduate/Professional school: 1 2 3 4 5
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Have you ever seen a mental health professional (psychologist, 
social worker, or psychiatrist) for any reason?
Yes____  No___
If so, approximatley how many professional visits did you make 
to this person?____
Have any of your family members seen a mental health professional 
(psychologist, social worker, or psychiatrist) for any reason?
Yes_____No________
If so, approximately how many professional visits did he/she 
make to this person? ____
Please describe your religious orentation,
(circle number)
1 2 3 4 5
STRONGLY NOT
RELIGIOUS RELIGIOUS







Now that you have seen the videotaped interview, we would like 
you to rate your impressions of the therapist on the following 7- 
point scales. Please give your honest impressions of the therapist 
The therapist will not view your ratings. Also, please circle only 
one number for each scale. Thank you.
The therapist you have just seen on video tape is:
1. 1 2 
LIKABLE
3 4 5 6 7 
NOT LIKABLE
2. 1 2 
UNSURE
3 4 5 6 7 
CONFIDENT
3. 1 2 
INSIGHTFUL
3 4 5 6 7 
INSENSITIVE
4. 1 2 
DULL
3 4 5 6 7 
INTERESTING
5. 1 2 
UNATTRACTIVE
3 4 5 6 7 
ATTRACTIVE
6. 1 2 
UNTRUSTWORTHY
3 4 5 6 7 
TRUSTWORTHY
7. 1 2 
SYMPATHETIC
3 4 5 6 7 
UNSYMPATHETIC
8. 1 2 
NOT UNDERSTANDING
3 4 5 6 7 
UNDERSTANDING
9. 1 2 
INEFFECTIVE AT 
HELPING OTHERS




THERAPIST RATING FORM - Continued
10. 1 2 
OPEN-MINDED
3 4 5 6 7 
CLOSED-MINDED
11. 1 2 
COMFORTABLE 
TO BE WITH
3 4 5 6 7 
UNCOMFORTABLE 
TO BE WITH
12. 1 2 
BIASED







Section 1: Chosen Problem
At a later date, you will be scheduled to have an interview with the 
therapist you have just watched on videotape. The interview will 
last approximately 45 minutes. Before seeing you for the 
interview, it would be helpful for the therapist to know which 
personal problem you wish to discuss. Therefore, on the list below 
please place a check mark next to the problem that you would most 
wish to discuss with the therapist.
Please remember to check only one item.




_______ Trouble with boss and/or coworkers
_______ Problems with spouse and/or children
_______ Difficulty dealing with feeiings toward others
_______ Depression or extreme sadness
_______Social anxiety (difficulty handling social situations)
_______Concern about alcohol/drug use
_______Worries about sexual matters
_______Concerns about your emotional state
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PERSONAL PROBLEM QUESTIONNAIRE
Section 2: W illinaness-to-Discuss
Since it may not be possible for the therapist to speak with you 
about your first choice, we ask that you please rate each of the 
same problems on the list below in terms of your willingness to
talk with the therapist about these problems.
Please remember to rate all items on the scales; below.
1. Choosing a major/career
1 2 3 4 5
UNWILLING WILLING
2. Trouble studying
1 2 3 4 5
UNWILLING WILLING
3. Test anxiety
1 2 3 4 5
UNWILLING WILLING
4. Disagreements with parents
1 2 3 4 5
UNWILLING WILLING
5. Trouble with boss and/or coworkers
1 2 3 4 5
UNWILLING WILLING
6. Problems with spcuse and/or children
1 2 3 4 5
UNWILLING WILLING
7. Difficulty dealing with feelings toward others
1 2 3 4 5
UNWILLING WILLING
8. Depression or extreme sadness
1 2 3 4 5
UNWILLING WILLING
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Section 2 - Continued
9. Sociai anxiety (difficulty handling social situations)
1 2 3 4 5
UNWILLING WILLING
10. Concern about alcohol/druy use
1 2 3 4 5
UNWILLING WILLING
11. Worries about sexual matters
1 2 3 4 5
UNWILLING WILLING
12. Concerns about your emotional state
1 2 3 4 5
UNWILLING WILLING
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P E aS Q jM J^m LE M ^U E S TiQNNAiRE 
Section 3:__Problem Background Description
Although we cannot guarantee it, in most cases you wiil have the 
opportunity to discuss the topic that you have indicated above as 
your first choice. In order to make the most efficient use of your 
time with the therapist, please use the space below to provide 
some pertinent background information about the problem that you 




Section 4: Rated Severity of Chosen Problem
Please indicate on the scale below how difficult it would be for 
you to discuss your selected topic with the therapist.
1 2 3 4 5 b 7
NOT DIFFICULT VERY DIFFICULT
Section 5: Appointment Time Preference
In order to schedule an interview, we ask that you indicate a 
preference for how soon you would want to discuss your problem 
with the therapist.
Please check only one:
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